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FN look at recent developments 


in a variety of medical specialties begins with technologies 
that had limited application in medicine as recently as ten, 
fifteen, or twenty years ago—lasers, ultraviolet light and new 
chemotherapies, to cite a few examples. The array of moni- 
tors, endoscopes, computerized microscopes and other equip- 
ment that adorn operating rooms, ICUs, and physicians’ 
offices has meant real progress: physicians can make more 
rapid diagnoses, people can live more comfortably with 
chronic illnesses, and more and more people have the hope 
of cures for diseases that had once been thought incurable. 


In the 1980s, we are seeing a synthesis of machines and 
people. Psychopharmacologists combine their treatments 
with psychotherapy; dermatologists help patients understand 
the relationship between psoriasis and stress through “rap” 
groups; a research center addresses quality of life issues by 
preparing special meals on china plates and adorning the tray 
with a flower, for patients with severely restricted diets. This 
issue is above all about that synthesis, and the hope it brings 
to patients. # 
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OPPOSITE PAGE: Psoriasis 
patients at Presbyterian Hospital 
wear sunglasses while 
undergoing special light 
therapy. ABOVE: Dr. Janet 
Prystowsky, 


Excerpts from “At War With My 
Skin” reprinted by permission; 
© 1985 John Updike. Originally 
in The New Yorker. 





N 7 WEST, 
Presbyterian Hospital’s inpatient 
dermatology unit, the sight of patients 
wearing sunglasses is likely to draw 
the stares of passers-by. Though it 
does resemble a bizarre resort, 7 West 
is no vacation spot. These patients are 
undergoing special light therapy for 
psoriasis, a potentially painful, disfig- 
uring, even disabling skin disease. 

The stares of strangers, even 
glances of fear or revulsion, are noth- 
ing new to these patients. Although 
psoriasis may be unsightly, with its » 
characteristic patches of reddened 
skin covered with silvery scales, it is 
not contagious, as many people imag- 
ine. Rather than suffer such glances, 
some patients try to cover up the 
affected areas. During warmer 
months, however, that’s harder to do. 
Thus, many patients must wear their 
disease like a scarlet letter—and 
suffer the public humiliation, real 
or imagined. 

To aggravate matters, these patients 
must come to grips with the knowl- 
edge that psoriasis, while usually 
treatable, is a lifelong, erratically 
appearing ailment. 


Double Burden 


Since psoriasis can be a tremendous 
physical and psychological burden, 
the treatment approach at Presbyte- 
rian Hospital is unusually broad. 
According to Janet Prystowsky, M.D.., 
Ph.D., Assistant Attending Derma- 
tologist at Presbyterian and Assistant 
Clinical Professor at the College of 
Physicians & Surgeons, inpatients 
and outpatients alike receive the latest 
medical therapies and various oppor- 
tunities for psychological and emo- 
tional support. These include a 
psychiatrist with expertise in derma- 
tologic problems, group support ses- 
sions for inpatients, evening meetings 





for outpatients, and a nursing staff 
attuned to the needs of the psoriasis 
patient. Additionally, a series of 
smaller, more personalized group 
meetings has been developed for 
CPMC’s East 61st Street facility. 

All told, the Hospital, a national 
referral center for psoriasis, handles 
about 12,000 outpatient visits and 
300 inpatient admissions annually, 
one of the largest psoriasis caseloads 
in the nation. 

About one to two percent of the 
population have psoriasis, a disease 
that affects men and women of all 
ages and races equally. Fortunately, 
explains Dr. Prystowsky, who oversees 
all psoriasis care at PH as Director of 
the Psoriasis and Phototherapy Cen- 
ter, most cases are mild, generally 
confined to small areas of the scalp, 
hands, elbows, knees, back, or but- 
tocks. The nails may also be affected. 
The symptoms arise as skin cells 
reproduce excessively, causing the 
skin to thicken and flake. Commonly, 
skin over the joints cracks and bleeds, 
one of the disease’s most disconcert- 
ing symptoms. 

Treatment with topical ointments 
and lotions, including steroids and 
coal tar-based products, generally 
offers relief and helps the skin revert 
to normal. If the disease persists, phy- 
sicians will recommend the Goecker- 
man regimen, consisting of topical 
ointments followed by ultraviolet light 
treatment. 

In about one in ten patients, the 
disease gradually worsens and spreads 
(occasionally over the entire body), 
and for these patients ultraviolet 
(UV) light therapy is usually recom- 
mended. This highly successful treat- 
ment probably works by slowing skin 
cell proliferation, says Dr. Prystowsky. 

One form of light therapy requires 
ingestion of psoralens (plant-derived 
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A psoriasis patient receives ultraviolet therapy. 
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About five to ten percent of psoriasis 
patients also experience one of several 
forms of arthritis (joint inflamma- 
tion). The arthritis may be mild or 
serious, and may occur before, during 
or after the onset of psoriasis, accord- 
ing to Dr. Dorothy Estes, Associate 
Attending Physician at PH and Asso- 
ciate Professor of Clinical Medicine 
elie hs 

Treatment may include the use of 
aspirin or other anti-inflammatory 
drugs or methotrexate. In many 
instances, “when you get the skin 
under control, the arthritis improves 
as well,” says Dr. Estes. This suggests a 
common underlying mechanism, 
which has yet to be found. Evidence 
points to involvement of the immune 
system. Patients with a few forms of 
arthritis and some patients with pso- 
riasis share a genetic trait: the pres- 
ence of the so-called B27 antigen on 
the surface of certain cells. As Dr. 
Estes explains, this antigen might 
combine with an infectious agent, 
triggering an immune response in the 
skin and joints. She and other 
researchers at P&S are now examin- 
ing the mysterious link between 
arthritis and psoriasis. m 


compounds), which sensitize the skin 
to UV light for 24 hours. Psoralens 
also sensitize the eyes, which explains 
the sunglasses worn by patients on 
7 West. A relatively mild form of 
chemotherapy is used as a last resort. 
When patients suffering from pso- 
riasis can no longer perform daily 
activities or need intensive daily ther- 
apy, hospitalization becomes neces- 
sary, typically for three weeks. 


Strategies for Coping 


Every Tuesday morning, Dr. lona 
Ginsburg accompanies staff dermatol- 
ogists on patient rounds. “Sometimes 
patients ask to see me, or the doctors 
or nurses identify patients who seem 
particularly depressed or upset.” After 
rounds, Dr. Ginsburg, Assistant 
Attending Psychiatrist at PH and 
Assistant Clinical Professor of Psy- 
chiatry at P&S, meets individually 
with patients, teaching strategies for 
coping with psoriasis, encouraging 
patients to accept the disease and to 
keep it from limiting their lives. 
“There are very few things they can’t 
do,’ she emphasizes. 

She often discusses how to handle 
the inquiries or reactions of friends, 
co-workers and strangers. It’s not 
unusual, for example, for hairdressers 
to refuse to treat people with scalp 
involvement and for waiters or cooks 
to be fired for fear of adverse customer 
reaction. Accordingly, Dr. Ginsburg 
often addresses the pros and cons of 
keeping the disease a secret. 

Dr. Ginsburg also plays the role of 
educator. “Psoriasis patients have an 
intense curiosity,’ she explains. In 
their search for knowledge, patients 
with psoriasis are attempting to regain 
control over their lives. It’s part of a 
five-staged reaction to emotional 
trauma, similar to patients who face a 
fatal illness. This pattern was first 
described by Dr. Elisabeth Kubler- 
Ross, an expert on death and dying. 
Typically, patients experience denial, 
anger, bargaining, depression and 
acceptance. 

Agnes Beachman, R.N., 7 West’s 
Nursing Care Clinician, appreciates 
the efforts of psoriasis patients to par- 
ticipate in their care. “I emphasize to 
my nurses that patients sometimes can 
be the best teachers.” 

Most patients with psoriasis are 
otherwise healthy and can benefit 
from moderate physical activity while 
undergoing light therapy. “Once 
patients put a nerf basketball hoop in 
the hallway,’ says Ms. Beachman. 





Patients often improve due to the res- 
pite from the stresses of daily life that 
a hospital stay affords. 


Unusual Nursing Role 


Nurses on 7 West add greatly to the 
psychological support of psoriasis 
patients. Since the patients are rela- 
tively healthy, the nurses can spend 
time teaching and explaining their 
skin care. They lead the twice-weekly 
inpatient meetings, at which patients 
share experiences and suggestions and 
encourage one another. 

For psoriasis patients who have 
additional medical problems, dermato- 
logic nurses attend to their needs as 
well. Dermatology nursing is a unique 
experience that combines hands-on 
care, high-tech therapy and close 
patient interaction. 


Patient Support Groups 


Ms. Beachman strongly recommends 
patient support meetings. “The 
patients become more aware of the 
relationship between the stresses in 
their life and flare-ups of the disease’ 
As a result, she believes they become 
more adaptive and less likely to need 
hospital care, a hypothesis she is now 
testing in a formal study. 

Ms. Beachman remembers one 
patient whose skin failed to respond to 
any treatment. An experimental drug 
was then available only in Canada, 
but he didn’t have the means to get 
there. A fellow patient came to his 
aid, and even accompanied him on a 
trip to a Canadian hospital, where he 
was referred by a PH physician. “I 
think it saved his life. At that point, 
he was almost suicidal.” 

So far, three psoriasis outpatient 
meetings have been held, each draw- 
ing several dozen people. Typically an 
educational lecture is given by faculty, 
followed by patients and staff mingling 
over refreshments. ‘Participants tell 
who they are, how long they have suf- 
fered, and exchange experiences with 
psoriasis,’ Ms. Beachman says. 
“Patients report a feeling of support 
following these meetings.” 

The inpatient and outpatient meet- 
ings often include guest speakers, such 
as experts in coping strategies, arthri- 
tis (a common complication; see 
box), otolaryngology (skin changes in 
the ear can hamper hearing), and 
nutrition. Jack Wazen, M.D., Assis- 
tant Attending Otolaryngologist and 
Assistant Professor at P&S, is the 
consultant for psoriasis that affects 
the ears. = 
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Physicians know little about the cause 
of psoriasis, except that a genetic 
background plays a strong role—the 
disease runs in families. Several fac- 
tors can aggravate the condition, 
including skin infection or trauma, 
severe sunburn and drug reactions. In 
children, says Dr. Prystowsky, pso- 
riasis sometimes follows a case of strep 
throat. Increasingly, severe cases are 
seen in AIDS patients, probably 
because of their weakened immune 
system. One of the most important 
aggravating factors is stress. 

“Psychological stress and anguish 
exacerbate the disease,;’ explains Dr. 
Iona Ginsburg, one of a very few psy- 
chiatrists who specialize in dermatol- 
ogy. “And the illness itself can lead to 
stress and anxiety, and to depression 
in vulnerable people.” Thoughts of 
suicide are not uncommon, especially 
when the disease disrupts a career or a 
marriage. 

Not all patients get caught in this 
vicious cycle, however. “Somebody 
with sturdy self-esteem and a good 
body image won’t be too overwhelmed 
by it,’ she says. In general, those traits 
come with maturity. “Older, working 
people, who have been around and 
managed their lives well, who proba- 
bly have had a certain amount of suc- 
cess, tend not to be as vulnerable,” 





Dr. Ginsburg has concluded from a 
study of 100 psoriasis patients. 

An early patient of hers, who got 
the disease at age 11, is a case in 
point. “It was a major force in her 
adolescence,’ remembers Dr. Gins- 
burg. “She reacted with rage and used 
it against her mother.’ At 23, “she 
was still very upset about it, and felt it 
had hobbled her education and career, 
which was partly true. But part of it 
was her personality.” 

Four years later, Dr. Ginsburg once 
again encountered the woman at PH. 
“She had married and gone back to 
school for a master’s degree. The main 
thing that had changed was that she 
accepted the disease. Her life settled 
down, and there was a lot less dissatis- 
faction and misery across the board.” 
Although she was hospitalized at the 
time because of psoriasis, it was infec- 
tion—not stress—related. Her new 
outlook had lessened the impact of 
the stress-disease cycle. 

Adolescents and young adults expe- 
rience the most stigmatization from 
psoriasis, according to the psychia- 
trist. They are more sensitive to the 
opinions of others and feel more guilt 
and shame. In contrast, “young chil- 
dren tend to accommodate to it,’ she 
adds, especially if the family is accept- 
ing and supportive. m 
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HE BRAIN IS FAR AND AWAY 

the most complex of human 

organs. It has as many nerve cells as 
stars in the Milky Way—some 100 
billion. The synapses, or microscopic 
points at which neurons intersect, are 
bridged by probably more than a 
hundred neurotransmitters, chemicals 
that send the messages that control 
emotions, thoughts, behavior, move- 
ment and much more. The mecha- 
nisms by which the whole system 
works are only beginning to be 
understood. 

Just 15 years ago, for instance, it 
was believed that there were only 
three neurotransmitters. And as 
recently as the 1960s, brain scientists 
reading papers at meetings were pick- 
eted, and newspaper reports of their 
discoveries elicited vituperative letters 
to the editor. 

But since the early 1970s many of 
the best and the brightest in science 
have chosen the study of the brain 
on a molecular level as their field. 
Research efforts have snowballed. 

This sweeping movement has had 
enormous impact on clinicians, and 
psychiatrists at CPMC have played a 
key role. Jack Gorman, M.D., Asso- 
ciate Attending Psychiatrist at Presby- 


terian and Associate Professor of 
Clinical Psychiatry at the College of 
Physicians & Surgeons, directs the 
Biological Studies Unit at the New 
York State Psychiatric Institute. The 
unit probes the physical and bio- 
chemical causes of mental disorders, 
and Dr. Gorman has watched 

the advances in the field with 
special interest. 


New Drug Therapies 


Before the 1950s, psychiatrists had 
few remedies for combatting mental 
disorders. If you suffered from depres- 
sion, shock treatments might have 
been ordered. If you suffered from 
anxiety, barbiturates might have been 
administered. 

If you suffered from psychoses, you 
might have been lobotomized, sedated 
with barbiturates, isolated, swaddled 
in cold wet sheets, or restrained with 
a strait jacket in a mental hospital 
that you had little hope of ever leav- 


~ ing. Psychiatric patients other than 


schizophrenics were treated with 
psychotherapy, often spending thou- 
sands of hours on the couch over 
many years; psychoanalytic theory 
was dominant. 

But in the fifties new drugs with 
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the power to radically change the way 
psychiatrists treated their patients 
began to emerge: lithium, which 
evens out the wild mood swings of 
manic-depression; antipsychotics like 
chlorpromazine, marketed as Thora- 
zine; monoamine oxidase inhibitors 
and tricyclic antidepressants such as 
phenelzine and amitriptyline; anxiety- 
reducing benzodiazepines such as Val- 
ium. Often discovered by accident, 
these were like the “magic bullets” 
that Sigmund Freud predicted in 
1938—chemical substances with the 
power to influence mental disease. 
How they worked wasn’t always 
understood. But they meant hope 

for millions. 

“Early on a few of the new drugs 
were used quite a lot to treat schizo- 
phrenia in state mental hospitals,” 
notes Dr. Gorman. “Although they 
didn’t cure patients, they did stop the 
flagrant symptoms—delusions and 
hallucinations—and patients could 


be discharged.” 


Limited Acceptance at First 
But aside from a core group of psychi- 


atrists such as CPMC’s Donald Klein, 
Attending Psychiatrist at PH and Pro- 
fessor of Psychiatry at P&S, who stud- 
ied them carefully and used them 
often, acceptance was painfully lim- 
ited, Dr. Gorman says. 

Nonphysicians who practiced psy- 
chotherapy, who were not licensed to 
prescribe drugs and who had been 
educated to believe that mental disor- 
ders were caused by mental events— 
psychic traumas and unconscious 
conflicts—often opposed them. 
Psychiatrists who did try drug 
treatments were often frightened 
off by the side effects. Or they gave 
the wrong drug—or the wrong dosage 
of the right drug—and gave up when 
the patients didn’t get better. 

Patients resisted. Some were dis- 
couraged by lack of results; others 
were reluctant to take the drugs in 
the first place. The prevailing climate 
in America was such that people 
thought it weakness to use medica- 
tions to alter moods. 

“In our society there has always 
been this bias about psychiatric ill- 
nesses—that the person wasn’t trying 
hard enough or his parents weren’t 
good to him. The feeling was that 
medicating depression or anxiety was 
a COp-out or just a cover up of the 
symptoms,’ says Dr. Gorman. “At 
best they were seen as a short-term 
adjunct to long-term psychotherapy.” 
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But through the 1970s and 80s the 
evidence mounted that many psychi- 
atric illnesses are biologically based. 
Brain damage was seen in schizo- 
phrenics; chromosomal markers were 
found for bipolar illness (manic 
depression). In the anxiety field, 
receptors were discovered in the brain 
for benzodiazepines, pointing to an 
anxiety-regulating mechanism in the 
body itself. “Obviously the receptors 
were not there just because a phar- 
maceutical company started 
making Valium in the 1960s,” says 
Dr. Gorman. 

And as a result, he notes, the 
notion of psychiatric illnesses as real 
diseases, deserving treatment by med- 
ication like other physical ailments, 
gained tremendous acceptance. “Our 
medications are no longer seen as sim- 
ply a cover-up of symptoms, but as 
valid treatments.’ With that accept- 
ance has come more widespread 
knowledge in the psychiatric commu- 
nity about the drugs—indications for 
their use, appropriate dosages for var- 
ious types of patients, interactions 
with other drugs and side effects. 


A Place for Psychotherapy 


Increasing numbers of psychothera- 
pists are working hand-in-hand with 
psychopharmacologists, he says. Like 
the cardiologist who may send a regu- 
lar patient to a gastroenterologist 
when he complains of stomach ache 
and vomiting, psychotherapists now 
call on psychopharmacologists when 
warranted. 

“Tt’s recognized that some condi- 
tions need one thing and some 
another,’ says Dr. Gorman. And some 
patients need both: “Someone who 
has spent years in the shadow of a 
psychiatric illness, working at a job 
below his abilities, without social 
connections, without social skills, 
has to struggle to acquire these skills 
again, especially as an adult.” 


Dramatic Benefits 


Improvement with drug treatment can 
be dramatic. Take the case of Jane E, 
a young woman Dr. Gorman saw early 
in his career. Suffering from bipolar 
illness, she had spent half a decade in 
and out of hospitals and had just been 
fired from her job; her manic phases 
of promiscuity and wild spending 
sprees would be followed by black 
depressions, the most recent of which 
had ended with a carefully planned 
suicide attempt that almost killed 
her—a massive overdose of pills 


ingested when she expected not to 
be found. 

Taking lithium, she has been hospi- 
talization-free for a decade, and has a 
lucrative career. And, says Dr. Gor- 
man, “She feels terrific. She has to 
work long hours, which she doesn’t 
like, and there are occasional prob- 
lems with her husband’s relatives. But 
they’re the problems of everyone. She 
has a completely normal life.” . 

Bennett C., a successful executive 
Dr. Gorman saw more recently, suf- 
fered from depressions that his family 
and friends attributed to the seasonal 
nature of his business; they correlated 
his bleak moods with his slack 
periods. But, says Dr. Gorman, 
detailed questioning revealed that his 
depressions were random. And they 
disappeared entirely when he took 
antidepressants. He even changed 
jobs. “He was sticking to something 
he didn’t like just because his depres- 
sions deprived him of the self-confi- 
dence to go out and get into 
something better.” 

Eloise G., an executive, had suf- 
fered for 20 years from agoraphobia 
(literally, the fear of open spaces); 
frightening panic attacks would leave 
her feeling light-headed and with 
pounding heart. So except to go to 
work, she had been essentially home- 
bound for more than a decade. A 
month after beginning to take the 
drug imipramine, the symptoms dis- 
appeared completely. 


An Empirical Business 


Administering psychoactive drugs 
takes skill. “When a patient has 
tuberculosis, you can take a sample of 
sputum, look at the bacteria, and 
even try different antibiotics in a Petri 
dish to see which works best.” Dr. 
Gorman says. “But we have no X-rays 
or blood tests to match patients and 
drugs. We can’t do a biopsy of the 
brain. We have to try one drug at a 
time to see what works. Sometimes 
it’s necessary to try several. And each 
has its side effects.” 

Lithium, he points out, can cause 
hypothyroidism, especially in women. 
Antidepressants, among other drugs, 
affect the heart. So, says Dr. Gor- 
man, “We have to know how to check 
thyroid levels, read a cardiogram, 
evaluate liver function tests, and 
administer the appropriate medica- 
tions. We have to treat the entire 
body.” Balancing a drug’s potential 
positive and negative effects and 
evaluating the latter in view of the 


patient’s total medical history is a 
delicate business. 

A psychiatrist prescribing psy- 
choactive drugs must also be a coach, 
he adds. “Patients may see side effects 
before they ever see results. And the 
depressed patient may be more 
depressed when he sees that a drug 
isn’t working—he’s finally taken the 
big step toward medication and when 
he doesn’t get better he concludes 
‘I’m hopeless’ and feels greater despair 
than ever. We have to be able to help 
him be patient and tough it out.” 


Still Room for Improvement 

Even with the advances, medications 
fail all too often. For instance, in 
clear-cut cases of major depression, 

20 to 30 percent of patients do not 
respond to antidepressants. “But since 
depression affects millions of people, 
there is plenty of room for improve- 
ment,’ Dr. Gorman notes. 

Psychosis, he says, is even harder to 
deal with. “It’s clearly a biological dis- 
order—CT scans have shown brain 
destruction in some schizophrenics. 
But the medications we have, though 
they end the hallucinations and delu- 
sions, don’t touch the negative effects 
of the disease—the burn-out, the 


_ Dr. Gorman treats patients by 
combining psychotherapy with 
\ Psychopharmacology. <= 


blahs, the sitting around and staring.” 

In addition, he points out, antipsy- 
chotic medications produce long-term 
and sometimes irreversible side 
effects. Tardive dyskinesia, which 
involves involuntary movements of 
the mouth and eventually of the rest 
of the body, not unlike those of 
Parkinson’s disease, is a risk. 

Sometimes TD can be caused by 
very small dosages. Sometimes the 
symptoms subside after the medication 
is discontinued, but not always. And 
the longer a patient continues on the 
medication, the greater the risk. 

“We’re in tremendous need of more 
research. Even though the drugs we 
have to treat schizophrenia stop the 
florid behaviors, they do not cure the 
disease. And it’s rare that a patient 
can return to a completely normal life 
after treatment.” 


The Future 
As research brings to light bits and 
pieces of the chemical activities in the 
brain and as the mechanisms of exist- 
ing drugs are better understood, scien- 
tists are isolating new drugs that work 
faster or with fewer side effects. 

Dr. Gorman names fluoxetine, a 
recently introduced antidepressant 








that was tested at CPMC, as one of 
the new additions. It has a different 
chemical structure and properties and 
different side effects than existing 
antidepressants. Carbamazepine, long 
used to treat epilepsy, has been shown 
to be effective in treating bipolar 
patients who cannot take lithium. 
Recently buspirone has been added to 
the psychiatrist’s pharmacopoeia of 
anxiety treatments; it has no interac- 
tion with alcohol, does not produce 
drowsiness, and is not habit forming. 

Lewis A. Opler, M.D., Ph.D., 
Director of Presbyterian’s Inpatient 
Psychiatry Service on Neuro 12, and 
David Kahn, M.D., Director of Inpa- 
tient Psychiatry on Eye Institute 6, are 
prescribing clozapine, an antipsy- 
chotic that does not cause motor side 
effects and is effective for some 
patients who do not respond to other 
antipsychotics. 

“There's a long way to go,” Dr. Gor- 
man says. But in the meantime, he 
adds, “The idea that it’s frustrating to 
be a psychiatrist is all wrong. Because 
many of our patients do get better. 
And increasingly, that is because of 
research that is pointing to the biolog- 
ical role of mental illness and new 
drugs with fewer side effects.” = 
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VIRGIL SWEEDEN 


CPMC 


Dr. Henry Ginsberg 
vised the care of 
Elsie Gilligan, at 

the Irving Center 
for Clinical 

learned to pre- 
pare low-fat, 

yet appealing 
meals, (at right) r 
thanks to Myra 
Cox and nutti- 
tionist Wahida 
Karmally (far 

right). 





RESEARCH THAT CATERS 
TO THE PATIENT 
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EATING IS SOMETHING MOST 
of us look forward to as a source of 
pleasure. For Elsie Gilligan, eating 
was nearly fatal. 

Because she lacks a critical enzyme 
that breaks down fats, Mrs. Gilligan 
was susceptible to severe attacks of 
pancreatitis, or inflammation of the 
pancreas. The attacks were character- 
ized by uncontrollable vomiting and 
excruciating abdominal pain. Over 
the course of 11 years, she was hospi- 
talized 13 times. “I could have an 
attack at any time, without warning,” 
Mrs. Gilligan says. “I was in almost 
constant pain.” 

Last year, Mrs. Gilligan, who lives 
in western Massachusetts, was referred 
to Henry Ginsberg, M.D., Associate 
Attending Physician and Associate 
Professor of Medicine. He admitted 
her to the Irving Center for Clinical 
Research (formerly the General Clini- 
cal Research Center) for three weeks. 
There, he developed a regimen of 
medication and diet changes. 

“Mrs. Gilligan has Type I hyperli- 
poproteinemia, an extremely rare 
form of a more common blood disor- 
der, hypertriglycerdemia?” Dr. Gins- 
berg says. “Probably not more than 
one person in a million has the 
disorder.” 

The condition can lead to pancrea- 
titis, which by itself can be fatal or 
lead to diabetes mellitus. “Although 
patients can never be cured of the dis- 
ease, we are learning to help them 
control it by experimenting with var- 
ious medications and nutrition.” 


, 


Cutting Down on Fats 


Nutrition is a key element of Mrs. 
Gilligan’s treatment. “She can eat 
only five grams of fat each day. That’s 
one-eighteenth of the fat most of us 
eat daily,’ says Wahida Karmally, 
M.S.R.D., Director of Nutrition in 
the Irving Center for Clinical 
Research. Ms. Karmally helped Mrs. 
Gilligan learn how to adapt recipes to 
reduce or eliminate most fats. 

The personnel at the Irving Center 
also help patients make the best of 
limited diets. The unit’s staff helps 
patients remember that their dietary 
changes are a means of staying 
healthy and alive, rather than a pun- 
ishment. They start by finding out 
what a patient’s favorite foods are, and 
try to fit those into an appropriate 
diet. Patients learn that small 
touches, such as placing flowers on 
the tray, provide as much pleasure as 


the food itself. 


Mrs. Gilligan has a blood test every 
week, and knows she will have to use 
medications and adhere to her strict 
diet for the rest of her life. 

“It’s hard,” she says, “but I look at 
my son and husband and think of the 
I] years of anguish they’ve been 
through with me, and I want to get 
well. | had my first good year last year 
since the illness started—that is a 
miracle for me.” 


In Partnership with NIH and 
People Who Care 


Before coming to Presbyterian, the 
Gilligans had spent thousands of dol- 
lars for Mrs. Gilligan’s care. At the 
Irving Center, her care was provided 
at no cost to her, because she was 
enrolled in a research protocal. 

“The Irving Center is supported by 
a grant from the National Institutes of 
Health, the Hospital and University 
and private donors,” says Robert E. 
Canfield, M.D., Attending Physi- 
cian, Professor of Medicine and 
Director of the Irving Center. “In 
effect it serves as a clinical research 
branch of NIH.” 

Private individuals also contribute 
to the Center. In honor of a recent 
gift from Florence and Herbert Irving, 
the Center was renamed. Their gift 
will provide critical support for young 
clinical investigators. 

In acknowledging the gift at the 
Hospital’s annual Founders Day, Hos- 
pital President Thomas Q. Morris, 
M.D., said, “This gift is especially 
significant because it is often difficult 
for promising young physician-scien- 
tists to obtain support while trying to 
establish themselves and devote their 
main efforts to research work. Yet it is 
to these young investigators we must 
look for the future of clinical advances 
in medicine.” 

Emphasizing the timeliness of the 
Irvings’ gift, Henrik Bendixen, M.D.., 
Vice President for Health Sciences 
and Dean of the Faculty of Medicine 
at P&S said, “through the generosity 
and foresight of Herbert and Florence 
Irving, the Center has the potential 
for unprecedented excellence and for 
providing the impetus for significant 
improvements in patient care and the 
understanding of human disease.” 


The Very Best Care 


“The Irvings made the commitment 
for their gift due to the quality of care 
they received from several physicians 
on staff,’ says Robert E. Canfield, 
M.D., Director of the Irving Center 





and Professor of Medicine at P&S. 

The clinical research facility was 
first established in 1975 through a 
joint effort of The Presbyterian Hospi- 
tal, Columbia University’s College of 
Physicians and Surgeons, the Division 
of Research Resources of the National 
Institutes of Health and private 
donors. It really is a microcosm of the 
Hospital, with a 14-bed adult inpa- 
tient unit, a smaller pediatric unit 
and an outpatient unit where both 
adults and children are treated. It also 
contains a core laboratory facility. 

The multidisciplinary nature of the 
Center is very important. “We see our 
future development as a center with- 
out walls, a core facility for any 
researcher in any discipline,’ Dr. Can- 
field says. 

Among the studies being conducted 
through the Center are the CAST 
study (Cardiac Arrhythmia Suppres- 
sion Trial), directed by cardiologist, J. 
Thomas Bigger, Jr., M.D.; a study of 
Paget’s Disease by Ethel Siris, M.D.: 
studies of movement disorders and 
dementias by Richard Mayeux, M.D., 
and Stanley Fahn, M.D.; develop- 
ment of new uses for antibiotics by 
Harold C. Neu, M.D.; evaluating 
new methods for intravenous feeding 
of premature infants by William 
Heird, M.D.; and studies of new 
agents to reduce the work of the heart 
by Eric Powers, M.D. 

Dr. Canfield cites the contribution 
of outstanding nursing care to the 
Center's success. “Nurses participate 
in all levels of activity at the Center” 
he says. It offers an innovative pro- 
gram to train research nurse clinicians 
to work with researchers in developing 
and maintaining treatment protocols. 

“In reconstructing and modernizing 
the CCR, we hope to bring all the 
elements of the Center to one location 
to develop new capabilities to support 
clinical research in all clinical set- 
tings—ambulatory and inpatient.” 

Plans for the unit include a power- 
ful computerized database. This will 
allow physicians to analyze test results 
for a large number of patients. The 
benefits will be improved patient care, 
faster information processing and bet- 
ter research and teaching, according 
to Paul Clayton, Ph.D., who is 
designing the program. 

The Irving Center brings the hope 
of life without pain. And, as physi- 
cians learn more about rare diseases 
through clinical research, their 
knowledge benefits many others. = 
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FROM PLUMBING TO EYE 

surgery, having the right tool is one 
key to success. For surgeons and other 
physicians, however, precision instru- 
ments are critical for work with toler- 
ances that measure in tiny fractions of 
a centimeter, and that can translate 
into life itself. 

Gastrointestinal surgery is one of 
several fields where instruments such 
as endoscopes that house optical 
fibers, snares and lasers enable physi- 
cians to treat problems in the intes- 
tines and the bile ducts without 
invasive surgery. Consider the impor- 
tance of advances in instru- 
mentation in even one common GI] 
operation, the colon polypectomy. 

“Many thousands of people under- 
go polypectomies every year,’ says 
Michael Treat, M.D., Assistant 
Attending Surgeon at Presbyterian 
and Assistant Professor of Surgery at 
the College of Physicians & Surgeons. 
“The endoscope allows us to reach the 
area where the tumor or polyp is and, 
in the case of pedunculated polyps, or 
those with a stalk, remove them with 
a simple snare, combined with elec- 
trocautery to seal blood vessels. For- 
tunately, most polyps fall into this 
category. But in the case of sessile 
tumors, which actually sit on an area 
of the intestine, endoscopic removal is 
more difficult.” 

The laser can be especially useful 
in removing recurrent benign sessile 
polyps, as well as polyps that block 
the intestines or other organs. 


One Surgeon’s Wish List 


To date, the best endoscopic laser has 
been the Nd:YAG. (The initials stand 
for the elements neodymium yttrium- 
aluminum-garnet. It is difficult to get 
away from initials in the world of las- 
ers, especially since the word laser is 
itself an acronym, for Light Amplifi- 
cation by Stimulated Emission of 
Radiation. ) 

The Nd:YAG is very powerful, but 
it has limitations. “The bowel wall is 
extremely thin, and ideally you should 
be able to remove neoplastic tissue 
layer by layer, taking off micromilli- 
meters with each ‘scrape’ of the laser,’ 
Dr. Treat says. “The Nd:YAG tends to 
penetrate tissue too deeply to perform 
such precision work. 

“At the top of my wish list I’d have 
an endoscopic tool that would me- 
ticulously plane these minute layers 
of tissue. However, it has proven 
impossible to manufacture a flexible 


quartz fiber optical delivery system 
for existing laser wavelengths that 
would also allow ision removal 
of tissue. 

“Recently, we have been working 
with a new laser which allows fiber 
optic transmission as well as excellent 
precision of cutting. The new laser 
is called the thulium-holmium- 
chromium: YAG laser.’ 

The Tm-Ho- ee laser can 
travel through the flexible enc losc ope 
and also can safely “scrape away the 
thinnest layers of tumor tissue. ““We 
expect the new Tm-Ho-Cr:YAG laser 
to overcome the drawbacks of the 
other lasers,’ he says. “We can use 
a quartz fiber to deliver the laser 
charge, and our tests show excellent 
healing and minimal thermal damage 
to adjacent areas.” 


prec 


Pioneering Work with Lasers 

Dr. Treat « develop ped this new medical 
laser system with Stephen Trokel, 
M.D., Attending Op yhthalmologist at 
PH and Professor of Clinical Oph 
thalmology at P&S. Dr. Trokel was 
the first physician to explore the ex- 
cimer laser’s potential for refractive 
surgery on the cornea of the eye. T 
continues Presbyterian’s pioneering 
role in the development of las 
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In fact, the first medical lasers were 
used by PH ophthalmologist Charles 
Camp sbell, M.D., former Director and 
Chair man of Op ithalmology 

Dr. Francis nee ance, Attending 
Ophthalmologist at PH and Professor 
of Clinical Ophthalmology at P&S 








n ophthal- 


Fc de, 


used the first argon laser i 
mology. Today, Kenneth A. 
M.D., Attending Surgeon 
sor of Clinical Surgery, and Lewis P. 

Schneider, M.D., Assistant Attend- 

ing Physician and Assistant Professor 
of Clinical Medicine, are among 


CPMC physicians using lasers. 





A Family of Lasers 


Physicians at Presbyterian are using bs 


lasers in otolaryngology, Ob/Gyn, 
urology, orthopedic surgery and neu- 
rosurgery. They are best used, says Dr. 
Forde, to manage people at hi: gh risk 
for surgery. 
Dr. Treat sees the new Tm-Ho-Cr 

laser as fitting comfortably into a 

“whole family” of lasers. “Before, we 
were trying to make the Nd:YAG play 
many roles in endoscopic surgery. 
Now we have a laser that will comple 
ment it. It is the exact tool for a spe- 
cial kind of work.” = 
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Rehabilitation patient Harvey Friedland volunteers at Presbyterian Hos 


HARVEY HAS DEFINITE PLANS 
to return to work within a year. But 
first, he has a few things to do. 

The friendly, bespectacled engineer 
is reorganizing the library in the 
Rehabilitation Department, located in 
Presbyterian’s Neurological Institute. 
There’s the work on the filing system 
and the time he spends visiting—and 
joking with—patients. 

And, of course, there is his own 
rehabilitation: a while back, a debili- 
tating stroke robbed him of the use of 
one of his arms. 

Harvey is a member of the “Volun- 
teer Project;’ a program sponsored by 
the Rehabilitation Department 
through which handicapped people 
are put to work as PH volunteers. 


“Just a Good Idea” 

Che program is the brain-child of 
Leni Goodman, Rehabilitation/Voca- 
tional Counselor at Presbyterian. “As 
we were working with patients here, 
we kept running into a problem,” she 
remembers. “You see, many of these 
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THE VOLUNTEER PROJECT: 


REHABILITATION 


PATIENTS 


people just can’t do their work after 
an illness. They come in for their 
rehabilitation and then just sit at 
home all week. And many of them 
can’t stand it; they were always 
active.” 

Then some patients volunteered for 
hospital work through PH’s Volunteer 
Department. “But it was tough for 
them to get assignments because 
many of our people have very limited 
mobility—the Hospital’s volunteer 
program wasn’t geared to making spe- 
cial assignments. So | thought mak- 
ing it possible for them to volunteer 
their time here in Rehab was just a 
good idea. That’s how it started.” 

Since its inception two years ago, 
the project has grown in size and in 
recognition throughout PH. Ms. 
Goodman has now placed several 
project members in specific volunteer 
assignments in such areas as the 
Blood Bank and Babies Hospital. 

“The Volunteer Department has 
been wonderful?’ Ms. Goodman says. 
“They process our people’s forms and 


HELP OTHERS 


pital through the Volunteer Project. 





authorizations, get them their creden- 
tials and badges and then we make 
the assignments. It all works very 
well?’ Dorothy Diamond directs Pres- 
byterian’s Volunteer Department. 


Special People 


In all cases, the departments have 
been delighted with the volunteers 
assigned them. 

Most of the six current project 
members—who work one or two 
“short” days at the Hospital—are 
handicapped with limited mobility or 
limited arm use. For some, the limita- 
tions are severe; some of the volun- 
teers have only slight movement 
problems. But, Ms. Goodman 
stresses, all of them are recovering 
patients and that adds an entire 
dimension to their work. 

“Our volunteers are doing this 
because they are anxious to give 
something back to the Hospital and 
because they can relate to the other 
patients,” she says. “The tasks of read- 
ing to patients, playing with them or 








just visiting and talking are vital to 
our rehab work here. The project vol- 
unteers do a wonderful job.” 

Project members also do basic filing 
and clerical work, fill in at phones 
during peak hours and, in some cases, 
have special interests and skills they 
can use in particular departments, 
such as the library reorganization 
project. 

“Tt is so helpful to them,’ Ms. 
Goodman says. “One of our volun- 
teers told me that, before he began 
working here, the weeks just went by, 
all stuck together. Now he says he can 
look forward to coming here and 
actually doing something.” 


Some Things to Consider 


Of course, not every department in 
the Hospital can assign these volun- 
teers. Offices and areas must be 
appropriate for wheelchairs and people 
on crutches. In addition, the area in 
which the volunteers work can’t be 
extremely crowded or overrun by 
traffic. 

“Otherwise;’ Ms. Goodman says, 
“there are many offices and clinics 
which could use a capable, responsi- 
ble volunteer from Rehab.” Volunteers 
are also recruited from the Hospital’s 
stroke club, a support group of outpa- 
tients who meet monthly to discuss 
how a stroke has affected their lives. 

“As patients leave the Hospital, I 
speak with them about the possibility 
of volunteering,’ she says. “We also 
have flyers in all offices and areas so 
that everyone in the department— 
doctors, nurses, therapists and social 
workers—will be thinking about vol- 
unteers to send us.” 

Ms. Goodman meets regularly with 
volunteers to discuss their progress, 
any problems and also sources of satis- 
faction they find in their work. ‘‘This 
program helps the departments being 
served and the patients who are able 
to be productive and advance their 
rehabilitation)’ Ms. Goodman says. 

With that statement, Ms. Good- 
man grabbed her own crutches—she 
is still recovering from a broken 
ankle—and went to meet the day’s 
volunteers. “I tell you, I still can’t put 
weight on this darn thing,” she said, 
looking down at her ankle. 

“T can’t put weight on mine either,’ 
Harvey says. “Don’t worry, it will get 
better soon.” 

So it seems that, here at the Volun- 
teer Project, even the Rehabilitation 
Counselor gets all the encouragement 
she needs. m 





Herbert Irving 


The Board of Trustees of The 
Presbyterian Hospital has announced 
the election of Herbert Irving, Andrew 
L. “Drew” Lewis, Jr. and John R. 
Stafford to the Board. 

Herbert Irving is Vice Chairman 
and co-founder of Sysco, a national 
food distribution group with listing on 
the New York Stock Exchange, and 
for many years he was an officer of the 
National Frozen Food Association, of 
which he is a charter member. 

He holds a B.A. and M.A. from 
the University of Pennsylvania, where 
he taught briefly. He served with the 
U.S. Army for three years during 
World War II. 

The Irvings, collectors of oriental 
artifacts, are active members of the 
Metropolitan Museum, Brooklyn 
Museum and Asia Society. 

Mr. Irving graduated from years as 
a patient at Harkness to become a 
staunch supporter of the Columbia- 
Presbyterian Medical Center. In 
October, 1987, he and his wife 
pledged the funding to establish a 
clinical research center in their name. 
(See pages 10-11 of this issue of 
Stethoscope). 

Mr. Lewis is Chairman and Chief 
Executive Officer of Union Pacific 
Corporation. He also served from 
1981 to 1983 as U.S. Secretary of 
Transportation in President Reagan’s 
cabinet, and was Chairman and 
Chief Executive Officer of Warner 
Amex Cable Communications. 

Active in government, Mr. Lewis 
was instrumental in the passage of the 
Telecommunications Act of 1984, 
which deregulated the cable TV 
industry. He also served as Special 
Envoy to President Reagan, studying 
the problem of acid rain and its effect 
on the environment. 


Andrew L. Lewis, Jr. 





John R. Stafford 


Mr. Lewis holds a B.S. from Haver- 
ford College and an M.B.A. from 
Harvard Graduate School of Business. 
He is a member of the Board of Direc- 
tors of American Express Company, 
Ford Motor Company, and Smith- 
Kline Beckman, and serves as a board 
member of the Committee for Eco- 
nomic Development. 

In 1984, Mr. Lewis received The 
Pennsylvania Society’s Gold Medal 
for Distinguished Achievement. He 
is married and has three children. 
John R. Stafford is Chairman and 
Chief Executive Officer of American 
Home Products, which he joined as 
General Counsel in 1970. 

Mr. Stafford is a graduate of Dick- 
inson College, where he played 
football and lacrosse. He earned 
his LL.B. with distinction from the 
George Washington University Law 
School, and served as Editor-in-Chief 
of the Law Review. From 1962, he was 
with the Washington, D.C. law firm 
of Steptoe & Johnson, and from 1966 
through 1970, he was a member of 
the staff of Hoffman-La Roche, Inc. 

In addition to American Home 
Products, Mr. Stafford serves on the 
Boards of Directors of Manufacturers 
Hanover Corporation, the Metro- 
politan Life Insurance Company, 
Pharmaceutical Manufacturers 
Association, Central Park Conser- 
vancy, U.S. Council for International 
Business and on the Advisory Board 
of the Whole Theatre. He is a mem- 
ber of the American and District of 
Columbia Bar Associations. 

Mr. Stafford is married and has 
four daughters. 

The Board also accepted the 
resignation of Charles L. Brown, 
Chairman of the Board of AT&T, 


with appreciation for his service. p> 
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The Washington Heights- 
Inwood Ambulatory Care 
Network Corporation 
(ACNC) opened its first 
full-service site during the 
spring. The ribbon-cutting 
took place in October 

as part of Founders Day 
ceremonies. Located on 
Nagle Avenue, the new 
facility delivers medical 




















Sloane History Available 
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ACNC Opens First Full-Service Practice 





Henrik Bendixen, M.D., Vice President for Health Sciences and Dean 
of the Faculty of Medicine; Howard Clark, Chairman of the PH Board 
of Trustees; Gerald Thomson, M.D., Executive Vice President for 
Professional Affairs; Councilman Stanley Michels; Assemblyman Brian 
Murtaugh; Community Board Chairwoman Maria Luna; Assembly- 
man Herman Farrell (back); David Axelrod, M.D., New York State 
Commissioner of Health; and Thomas @. Morris, M.D., President of PH. 


Babies Hospital Celebrates 


\ 

A\ 
/4\ » 
Babies Hospital celebrated its centennial at a gala dinner at the 
Waldorf-Astoria, co-chaired by Mr. and Mrs. Howard Clark (Mr. Clark 
is Chairman of the Board at PH), and Mr. and Mrs. Charles D. Peebler, 
Jr. (Mr. Peebler is a Hospital Trustee). Broadway star Tommy Tune 
(foreground) entertained, along with the Manhattan Rhythm Kings. 
Michael katz, M.D., is Director and Chairman of Pediatrics at CPMC. 


“The Sloane Hospital Chronicle,” first published in 1963, 
has been revised by W. Duane Todd, M.D., Attending 
Obstetrician and Gynecologist at PH and Professor of 
Clinical Obstetrics and Gynecology at P&S. The new 
edition can be ordered for $25 through the CPMC 
bookstore or by calling Dr. Todd, (212) 305-2362. 





care and health education 
to the entire family. Staffed 
by a team of doctors 
specializing in internal 
medicine, Ob/Gyn and 
pediatrics, as well as den- 
tists, nurse practitioners, 

a midwife and a social 
worker, the new site is 


equipped to handle 24,000 


patient visits a year. 
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Westermark Delivers 
Giblin Lecture 


The Third Annual Col- 
leen Giblin Memorial Lec- 
ture was given by Bengt 
Westermark, Ph.D., Pro- 
fessor of Tumor Biology at 
Uppsala University in Swe- 
den. Dr. Westermark, who 
is recognized throughout 
the world as a leading 
expert on human malig- 
nant gliomas (brain 
tumors), spoke on 
“Growth Factors and 
Oncogenes in Human 
Malignant Glioma.” 


The Giblin Lecture 


Mr. and Mrs. Paul J. 
Giblin in memory of their 
daughter, who died of a 
brain tumor. The series is 
supported by the Colleen 
Giblin Charitable Founda- 
tion and CPMC’s division 
of pediatric neurology, 
directed by Darryl DeVivo, 
M.D., Attending Neuro- 
logist at PH and Sidney 
Carter Professor of Neurol- 
ogy and Professor of Pedi- 
atrics at P&S. 

The Giblin Dinner took 
place in early spring, and 
raised substantial funds in 
support of research and 
treatment of pediatric 
brain tumors. 
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Community Previews Allen Pavilion 
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An estimated 5,000 people 





attended Presbyterian Hospital's 


JOEL LANDAU 


3, 


annual Health Fair in June, held at the Allen Pavilion. Guests toured 
Allen, which is scheduled to open during the summer. PH staff at the 
fair also checked visitors’ cholesterol and blood pressure levels, and 


pet 74 





Robert Goodman, M.D., center, a resident in Neurosurgery at PH, 
received the first Harvey Nova Neurosurgical Resident’s Award in 
January from Bennett Stein, M.D. (left), Director and Chairman of 
Neurological Surgery. Dr. Nova, Assistant Neurological Surgeon 

at PH and Assistant Clinical Professor at P&S, established the award 
to acknowledge the accomplishments of a resident who has com- 
pleted at least 24 months of clinical neurosurgery and who has 
exhibited outstanding clinical judgment and acumen. 





AIDS Symposium Held 


AIDS: Challenge for an 
Age of Miracles was the 
topic of a three-day sympo- 
sium held at CPMC in 
April. Subtitled “Patients 
and Their Networks, Fami- 
lies, Caregivers, and the 
Community Face the 
Uncertain Future,” the 
program was sponsored by 
the Foundation of Thana- 
tology and the Depart- 
ments of Psychiatry and 
Social Work Services. The 
Foundation is led by Austin 
H. Kutscher, D.D.S., 
Attending Dentist and 
Professor of Dentistry. 
Speakers included physi- 
cians, nurses, psycholo- 
gists, social workers and 
religious counselors. 
Researchers from CPMC’s 
HIV Center for Clinical 
and Behavioral Studies, 
recently established by a 
$10 million grant from the 
National Institute of Men- 
tal Health, also participated. 


IN MEMORIAM 


Andre EF Cournand, Con- 
sultant Emeritus in Medi- 
cine at PH and Special 
Lecturer at P&S, anda 
Nobel Laureate, died in 
February at his home in 
Great Barrington, Mass. 
He was 92 years old. 

Dr. Cournand was 
awarded the Nobel Prize in 
1956 for perfecting a sim- 
ple method of exploring 
the heart through catheter- 
ization. The work that led 
to his discovery began in 
1929 when a German sci- 








Cancer Panel Meets 
at Medical Center 


The President’s Cancer 
Panel met at CPMC’s 
Comprehensive Cancer 
Center last spring. The 
panel was chaired by Dr. 
Armand Hammer, Chair- 
man of Occidental Petro- 
leum Corp and P&S 
alumnus. Panel members 
included Dr. John A. 
Montgomery, Senior Vice 
President and Director of 
the Southern Research 
Institute’s Kettering-Meyer 
Laboratories, and Dr. Wil- 
liam P Longmire, Jr., sur- 
geon at the Center for 
Health Sciences, Univer- 
sity of California at Los 
Angeles. 

In opening remarks, 
Dr. Hammer cited progress 
leading to better treatment, 
diagnosis and prevention. 
The Panel reports to the 
President and appropriate 
staff on the progress of 
cancer research. 


entist, Dr. Werner Forss- 
mann, passed a catheter 
through a vein in his arm 
into his heart. Dr. Cour- 
nand worked with PH 
Attending Physician Dick- 
inson W. Richards, M.D., 
to find practical ways to 
use Dr. Forssmann’s inven- 
tion of the heart catheter. 

Dr. Cournand came to 
New York following service 
in World War I, intending 
to spend only a year here, 
but stayed to work with Dr. 
Richards. Their collabora- 
tion continued until the 
latter’s death in 1973. In 
addition to research, both 
physicians were interested 
in developing teaching and 
research programs to train 
physician-investigators. 

Among the many 
honors he received was 
the Lasker Award of the 
United States Public 
Health Service. 

Dr. Cournand is sur- 
vived by his wife, daugh- 
ters, grandchildren and 
great-grandchildren. 













NEUROBIOLOGY 
Eric Kandel, M.D.., 
Attending Psychiatrist at 
PH and Professor of Psy- 
chiatry at P&S, has 
received the 1988 Award 
for Scientific Reviewing 
from the National Acad- 
emy of Sciences. He also 
received the Gold Medal of 
the Giovanni Lorenzini 
Foundation, an interna- 
tional scientific foundation 
with a branch in Houston. 
Dr. Kandel heads the 
Howard Hughes Medical 
Institute at Columbia Uni- 
versity and is University 
Professor at Columbia. 


OTOLARYNGOLOGY 
Maxwell Abramson, M.D., 
Director and Chairman of 
Otolaryngology at CPMC, 
has been named to the 
board of the Deafness 
Research Foundation. The 
foundation is the largest 
non-profit health organiza- 
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Richard B. Duane, Jr, M.D.., 


Assistant Attending Physi- 
cian at PH and Assistant 
Clinical Professor of Medi- 
cine at P&S, died in May 
at the age of 69. 

Dr. Duane, who held a 
B.A. degree from Prince- 
ton University, was very 
active in alumni associa- 
tions at the Hospital and 
the College of Physicians 
& Surgeons. With the ex- 
ception of his military 
service as Assistant Chief 
of Medical Service at Fort 




















DEPARTMENTS 


tion committed to creating 
support for basic and clini- 
cal research on deafness 
and hearing disabilities. 


RADIOLOGY 

Philip O. Alderson, M.D., 
Attending Radiologist at 
PH and Professor of 
Radiology at P&S, is now 
Acting Director and 
Chairman of Radiology. 







NEUROLOGICAL 
SURGERY 

Bennett M. Stein, M.D.., 
Director and Chairman of 
Neurological Surgery, 
delivered the PD. Moyes 
Lecture at the University 
of British Columbia, 
speaking about the treat- 
ment of arteriovenous mal- 
formations and aneurysms. 
Dr. Stein also spoke to an 
international group of neu- 
rosurgeons in Johannes- 


burg on AVMs. 


Benning, Georgia, he 
spent his entire career at 
CPMC. He was a member 
of the P&S Alumni 
Council and, in 1986, 
was elected president of 
the PH Alumni Society. 
Dr. Duane is survived by 


his wife. 


George C. Hennig, M.D., 


Assistant Attending Physi- 
cian at PH, died at his 
home in Englewood in 
May. He was 73 years old. 

Dr. Hennig was gradu- 
ated from Columbia Uni- 
versity and P&S, and did 
his internship and resi- 
dency at Presbyterian. 
During World War II, he 
served as a physician 
aboard the aircraft carrier 
Intrepid, and achieved 
the rank of Lieutenant 
Commander. After the 
war, Dr. Hennig returned 
to CPMC. 

Dr. Hennig is survived 
by his wife, three sons, 
a daughter, two grand- 
children and a sister. 
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About the Cover: In his 16 years with the 
New York Yankees, Henry L. Gehrig, better 
known as Lou, played in 2,130 consecutive 
games, a major league record that still stands. 
When he left the team in 1939, he had a life- 
time batting average of .340. 

In addition to an outstanding baseball 
career, Lou Gehrig is also known for his 
courageous struggle with amyotrophic lateral 
sclerosis, the disease that forced him to retire 
and that took his life at the age of 38. To 
many people, ALS is “Lou Gehrig’s disease.” 
Mrs. Gehrig was a longtime supporter of ALS 
research at CPMC. Now the research center, 
established by the Muscular Dystrophy Associ- 
ation, bears the names of Eleanor and Lou 
Gehrig, in their memory. 


Dr. Bennett M. Stein, Director and Chairman of Neurological Surgery, and Dr. Lewis P. Rowland, Director 


and Chairman of Neurology, in front of The Neurological Institute. 

The brain holds the controls—over speech, breathing, move- 
ment, memory, hand-eye coordination, and learning ability, as a 
few examples. So any problem that affects the brain or central 
nervous system, whether an aneurysm, stroke, Parkinson’s dis- 
ease, Alzheimer’s, or a tumor, has severe ramifications for the 
entire body, to say nothing of the individual’s everyday life. The 
simplest tasks may become overwhelming or even impossible; in 
some cases, such as the degenerative diseases ALS and multiple 
sclerosis, there is no happy prognosis. Clearly, neurologists and 
neurological surgeons at The Presbyterian Hospital’s Neurologi- 
cal Institute (“Neuro”) treat some of the most serious diseases 
that afflict people. 

Yet the atmosphere at Neuro is far from gloomy. There is a 
lively spirit that attests to intensive activity in treating patients, 
teaching students, and conducting research. Physicians at Neuro, 
which houses neurology, neurological surgery, rehabilitation, and 
psychiatry services as well as the neuroradiology division, have 
reason to be optimistic: the long history of Neuro, with its many 
successes in finding new ways to understand and treat neurologi- 
cal disorders, provides a sound base, and the excitement of new 
discoveries in treating neurological diseases certainly lies ahead, 
as Neuro prepares for its ninth decade. 

Most important, every patient at Neurological Institute is 
treated as someone who has a chance at a better life, and each 
one contributes to a rapidly growing store of knowledge that ulti- 
mately will benefit many others. ™ 





WHEN NEW YORK CITY BALLET 
star Sean Lavery took an uncertain 
step during a performance, he knew 
he could no longer ignore the numb- 
ness and weakness in his left leg that 
he’d been feeling for months. And 
when an MRI scan indicated the pres- 
ence of a tumor high in his spinal 
column, he was referred to Presby- 
terian’s Neurological Institute, and 
Dr. Bennett M. Stein. 

“T recommended surgery,’ Mr. Lav- 
ery’s physician told a reporter for the 
New York Times Magazine, “and this 
is big-time surgery.” 

After an eight-hour operation, Dr. 
Stein, who is Director and Chairman THERE’S 
of Neurological Surgery at Neuro, was 
able to report to Mr. Lavery that the 
tumor was benign and “we got it all.” gC 
Today, Mr. Lavery is teaching com- lf, 
pany classes at the New York City Bal- ) 
let and the School of American Ballet f 
and progressing well with his own 
physical therapy. And he has the f/) 
hope of dancing again. Hope 
motivates every phase of treatment, 
teaching, and research at Neurological 


Institute. o) 
New Treatments Through JA, 
Teamwork 


tf 


A young actress suddenly loses her a 
voice, and with it, her livelihood. 

After visiting several physicians, she S f/ 

is referred to Dr. Mitchell Brin, who 

calls in Dr. Andrew Blitzer. They 


diagnose a relatively rare disease, 


spasmodic dysphonia, and administer ; 
a new treatment protocol, botulinum 


toxin. In time h : t é 
eee NEUROLOGICAL 
Sores cin foe INSTITUTE 


“These people are heroes to us,” 
says Midge Kovacs, president of the 
New York Spasmodic Dysphonia Sup- 
port Group. “I’ve seen many people 
who had held responsible jobs just 
give up when they are diagnosed with | 7 
spasmodic dysphonia, and Brin and 
Blitzer are really helping people live 
more rewarding lives.” 

The collaboration between Dr. 
Brin, Assistant Attending Neurologist 
at The Presbyterian Hospital and 
Assistant Professor of Clinical Neurol- S 
ogy at Columbia University College of fe 
Physicians & Surgeons, and Dr. O 
Blitzer, Attending Otolaryngologist < 









on 
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and Professor of Otolaryngology, is 
typical of the many opportunities for 
collaboration with leaders in almost 
every medical discipline at Columbia- 
Presbyterian. 

“We’re lucky to have a good atmo- 
sphere, where we communicate 
among all other services at the Medi- 
cal Center and also with colleagues 
from throughout the world,” says Dr. 
Stein, who is also Byron Stookey 
Professor of Neurological Surgery at 
the College of Physicians & 
Surgeons. 

For example, Dr. Blitzer or Dr. Jack 
Wazen of Otolaryngology may perform 
surgery with Kalmon Post, M.D.., 
Attending Neurological Surgeon and 
Professor of Neurological Surgery, who 
also has a worldwide reputation for his 
work in endocrinology. Jost Michel- 
sen, M.D., Associate Professor of 
Clinical Neurological Surgery, may 
work with Harold Dick, M.D., Direc- 
tor and Chairman of Orthopedic Sur- 
gery, or Sadek Hilal, M.D., Director 
of Neuroradiology. Michael Shelanski, 
M.D., Director and Chairman of 
Pathology, and other pathologists par- 
ticipate in work at Neuro, as do anes- 
thesiologists. The collaborations go 
on and on. 


Connecting With 
Specialty Centers 


Some of the neurologists and neuro- 
logical surgeons are involved with the 
work of the recently established HIV 
Center for Behavioral Studies, investi- 
gating neurological aspects of AIDS. 
In fact, two PH neurologists, Dr. 
James R. Miller and Dr. Carolyn Brit- 
ton, presented one of the very first 
papers describing neurological disor- 
ders connected with AIDS at the 
American Neurological Association 
meetings in 1982. 

Neurologists and neurological sur- 
geons also work with the Institute for 
Cancer Research, the Gertrude H. 
Sergievsky Center, which conducts 
studies on the causes of seizure disor- 
ders and other neurological handi- 
caps, the Hughes Medical Institute 
Program in Molecular Neurobiology, 
and other components of the Medical 
Center. Neurologists also work closely 
with psychiatrists and psychologists in 
treating patients, and in clinical 
research to establish the efficacy of 
potential new treatments. 








(continued on p. 6) 
Sean Lavery of the New York City Ballet underwent 
surgery at Presbyterian’s Neurological Institute. 
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In 1909, Drs. Joseph Collins, Joseph within the specialty, and the first lab- tumors. Dr. Elsberg was also respected 
Fraenkel and Pearce Bailey gained oratory school for children with neu- —_ as an excellent teacher. 

support to establish the nation’s first rological disorders. The subspecialties The 1940s were marked by two 
non-government-operated neurologi- of neuroradiology and pediatric neu- _ great figures who became leaders at 















cal hospital, calling it Neurological —_ rology also had their beginnings at Neuro: Dr. H. Houston Merritt in 
Institute. Ever since, Neuro has been Neuro. Neurology and Dr. J. Lawrence Pool 
a leader in the three-fold aims of its In 1929, Neuro joined the newly- _ in Neurological Surgery. 
founders: care and treatment of nerv- formed Columbia-Presbyterian Medi- In the 1980s, Neuro has once again ! 
ous, mental and metabolic diseases; cal Center in Washington Heights. modernized its operating rooms and q 
study of these diseases in clinic and A few years later, Neuro formally created an advanced intensive care 
laboratory; and creation of a social became part of The Presbyterian Hos- unit. On the eve of its 80th year, it 
system. pital. These years were marked by looks forward to moving into the new 
Neuro instituted the first training expansion of neurology services at Presbyterian Hospital building, now . 

school for nurses in neurology, the Vanderbilt Clinic, including estab- under construction and due to open } 
first special school for social service lishment of one of the first clinics for _ toward the beginning of 1989. The 
workers and occupational therapists  Parkinson’s disease, and a special new facility will offer the most 

x clinic for speech and reading disor- advanced operating rooms and com- 

- . ders. Neuro also became known for fortable, fully modern patient care 








treatment of epilepsy and other move- units, and increased specialization 
ment disorders. which will surely lead to constantly 
In 1936, Dr. Charles Elsberg, who improving treatment, teaching, and 
= had been Director of Neurosurgery research. - 






from the Institute’s founding, retired. 
He pioneered surgery of spinal cord 












H. Houston Merritt, M.D. (1), Director and Chairman 
of Neurology, 1948-1967, is considered a father of 
modern neurology. 






(2) Ethiopian Emperor Haile Selassie (left), credited Dr. 
Melvin Yahr, M.D. (right) and others at Neuro with having 
given him “the gift of my granddaughter’s life” after 
she was treated here in the 1960s. 














NEURO IS THE CENTER 


The following list provides the scope 
services at Neurological Institute: 


Specialized Centers 

@ H. Houston Merritt Clinical Research 
Center for Muscular Dystrophy and 
Related Diseases 

@ Dystonia Clinical Research Center 

@ Multiple Sclerosis Center 

@ Parkinson’s Disease Foundation, 

® Stroke Center 

@ Coma Center 

@ HIV Center for Clinical and 
Behavioral Studies 

@ Alzheimer’s Disease 

@ Eleanor and Lou Gehrig ALS Center 

© Comprehensive Epilepsy Center 


Specialties 

e@ ALS 

@ AVMs 

@ Brain tumors (adult and pediatric 
neuro-oncology) 

@ Cerebral palsy program for children 

@ Dementia and Alzheimer’s disease 

@ Epilepsy and seizure disorders 

@ Headache 

® Metabolic muscle diseases 

® Movement/neuromuscular disorders 

@ Multiple sclerosis 

@ Muscular dystrophy 

@ Myasthenia gravis 

@ Neuroendocrinology 

© Neurovirology 

@ Parkinson’s disease 

© Pediatric neurology 

@ Peripheral nerve diseases 

@ Reye syndrome 


@ Stroke shy 


Dr. Rita Rude, Ph.D. (3), and Dr. Martha B. Denckla (not 
shown) pioneered work in children’s learning disabil- 
ities, with special attention to dyslexia, in the 1970s. 


Dr. Stanley Fahn, M.D. (4), uses video to diagnose 
patients with movement disorders. His techniques allow 
physicians from throughout the world to consult with 
him. 






Diagnostic Services Available 

@ Antibody studies for peripheral 
neuropathy, motor neuron disease, and 
myasthenia gravis 

® Biochemical screening for 
biochemical genetic disorders 

@ Brain mapping and evoked potentials 

© Doppler studies (transcranial and carotid) 

@ Electroencephalography (including 
ambulatory EEG) 

@ EMG and nerve conduction studies 

® Neurovirology 

@ Video monitoring and telemetry 


Surgical Specialties 

@ Acoustic tumors 

@ Aneurysms 

@ AVMs 

@ Embolization program 

@ Epilepsy surgery 

@ Low back pain evaluation 

@ Malignant brain tumor treatment 

@ Microneurosurgery, including pituitary and 
vascular tumors 

@ Pediatric neurosurgery 

@ Stereotactic neurosurgery 

© Surgery for stroke 


Related Centers at Columbia- 
Presbyterian Medical Center 
® Center for Geriatrics and Gerontology 
@ Center for Neurobiology and Behavior 
© Comprehensive Cancer Center 

© Gertrude H. Sergievsky Center 

@ Hughes Medical Institute Program in 

Molecular Neurobiology 
@ New York State Psychiatric Institute 
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Sadek Hilal, M.D. (5), Director of Neuroradiology, cre- 
ated the technology that led to magnetic resonance 
imaging. Today, MRI is invaluable both as a diagnostic 
tool and in helping surgeons precisely locate tumors. 


Work at the H. Houston Merritt Research Center (6) is 
helping physicians understand the causes of neuro- 
logical diseases. Dr. Norman Latov, M.D., Ph.D., directs 
one of the Merritt labs that is finding clues to better 
treatment of difficult disorders. 


DIRECTORS, NEUROLOGY 
AND NEUROLOGICAL 
SURGERY SERVICES: 


Neurological Surgery 

Dr. Charles Elsberg, 1909-37 

Dr. Byron Stookey, 1937-39 

Dr. Tracy J. Putnam, 1939-47 

Dr. John E. Scarff (Acting), 1947-49 
Dr. J. Lawrence Pool, 1949-72 

Dr. Lester A. Mount (Acting), 1972-73 
Dr. Edward B. Schlesinger, 1973-81 
Dr. Bennett M. Stein, 1981 





Neurology 
Dr. Joseph Collins, 1909-19 

Dr. Frederick Tilney, 1920-35 
Dr. Walter W. Palmer, 1935-39 
Dr. Tracy J. Putnam, 1939-46 
Dr. Edwin Zabriskie, 1946-48 
Dr. H. Houston Merritt, 1948-67 
Dr. Milton Shy, 1967 

Richard L. Masland, 1967-73 
Lewis P Rowland, 1973- 


























(7) In 1987, New York City Mayor Edward |. Koch (left) 
was perhaps the most famous patient at Neuro’s world- 
renowned Stroke Center. Dr. J.P Mohr, M.D. (right), 
directs the Stroke Center. 


J. Lawrence Pool, M.D. (8), Director and Chairman of 
Neurological Surgery, 1949-1972, is known for advances 
in the treatment of aneurysms. He oversaw moderni- 
zation of model ORs at Neuro. 
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Fruitful Collaborations 
With Patients 


Collaborations also occur among 
physicians and patients to create new 
programs that may help others. H. 
Houston Merritt, M.D., who directed 
Neuro from the mid-forties to the six- 
ties, believed that patients who could 
afford to help others should do so, and 
he was instrumental in working with 
patients and their families and friends 
to establish foundations supporting 
research in Parkinson’s disease, mus- 
cular dystrophy, multiple sclerosis, 
and myasthenia gravis. 

All of these foundations are closely 
tied to Neuro; in fact, the Parkinson’s 
Disease Foundation is headquartered 
in the Black Building at the Medical 
Center, and the Muscular Dystrophy 
Association has recently established 
the ALS Center at Neuro, which has 
been named for Eleanor and Lou 
Gehrig. Funds to construct the Black 
Building were donated by William 
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Ad } 
Mrs. Lucy Moses worked with Dr. H. Houston Merritt to establish innovative patient care, research, and 
teaching programs at The Neurological Institute. 





Black, who became acquainted with 
Dr. Merritt when Mr. Black’s accoun- 
tant was diagnosed as having Parkin- 
son’s disease. 

Dr. Merritt’s relationships with 
such philanthropists as Lucy and 
Henry Moses resulted in the establish- 
ment of extensive research and teach- 
ing programs, including the Lucy and 
Henry Moses Professorship at P&S, 
now held by Dr. Lewis P. Rowland, 
Director and Chairman of Neurology. 

Moses continues to be a familiar 
name at Neuro. Mrs. Moses helped 
create the H. Houston Merritt Clini- 
cal Research Center for Muscular 
Dystrophy and Related Diseases, and 
most recently gave $1 million to 
establish the Lucy Moses Ambulatory 
Care Center, which will include 
patient care, teaching, and clinical 
research. 

She also created a lectureship in 
memory of Dr. Rita Rudel. Dr. Rudel 


was a pioneer in the study and treat- 


- ment of children’s learning disabili- 


ties, and worked with neurologists 
and psychiatrists at Neuro during the 
1960s and 70s. The lectureship in her 
name brings an eminent expert in 
childhood neurological disorders to 
Neurological Institute every year. 

Other lectureships that have been 
created at Neuro include one on viral 
components of brain diseases memo- 
rializing Andrew Mark Lippard, who 
died of encephalopathy at the age of 
seven. His parents, Mr. and Mrs. 
Stephen J. Lippard, created the lec- 
tureship in 1975. Paul and Vicki 
Giblin have created a lectureship on 
basic research into brain tumors, in 
memory of their daughter, Colleen. 
Their support contributes to the 
breadth of knowledge of Neuro’s staff. 
Support of research is also possible, as 
in the case of a family whose father 
died of Alzheimer’s disease; they now 
make substantial contributions to sup- 
port research in that field, directed by 
Dr. Robert Mayeux. 


Moving Beyond the 
Medical Center 


As fruitful as the collaborations 
within the Medical Center are those 
with colleagues around the world. Dr. 
Stanley Fahn, Attending Neurologist 
and H. Houston Merritt Professor of 
Neurology, has established the first 
video journal of movement disorders, 
which he co-edits with a colleague in 
London. Physicians from throughout 
the world consult Dr. Fahn, through 
his video rounds, during which he 
studies taped examinations of both 
PH patients and others. He is able to 
diagnose disorders as if the patient 
were actually at Neuro, and not 
thousands of miles away. 

The Stroke Center at Neuro also 
draws patients and colleagues from 
just about everywhere. J. PR Mohr, 
M.D., Attending Neurologist and 
Sciarra Professor of Clinical Neurol- 
ogy at P&S, directs the Center, and 
works closely with Dr. Hilal. They 
successfully treat stroke patients who 
could not have been helped before the 
introduction of CT scans and mag- 
netic resonance imaging, which Dr. 
Hilal helped develop. 

All of these associations and col- 
laborations translate into superior 
treatment, teaching, and research, 
and contribute to Neuro’s reputation 
as the very best center of its kind any- 
where. It is why, when Sean Lavery 
needed big-time surgery, he came to 
Neurological Institute.m 











“PEOPLE think ‘neurosurgery’ 


and imagine a grim picture,’ 
says Emily Friedman, M.D.., 
Assistant Neurological Sur- 
geon at The Presbyterian 
Hospital and Assistant Profes- 
sor of Neurological Surgery at 


PSS. But the outlook for 


patients with brain tumors, 
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head injuries, and other neurologic 
conditions has changed drastically in 
recent years, thanks to advances in 
instrumentation, neuroanesthesia, 
radiology, and treatment techniques, 
some of which have been pioneered 
here at the Neurological Institute. 
“The prognosis is especially good for 
pediatric patients, whose nervous sys- 
tems are remarkably resilient and 
responsive to treatment.” 

Shalon Bright, a young girl from 
the local neighborhood, is a case in 
point. She arrived at Neuro earlier 
this year after experiencing a severe 
headache and collapsing into a coma. 
Doctors detected bleeding within her 
brain and inserted drains to relieve 
the building pressure. Within two 
weeks she had awoken from the coma. 
“But she had sustained a major 
injury,’ recounts Dr. Friedman. “She 
could not speak, although she could 
understand completely.” 

Tests revealed a vascular malforma- 
tion—a large, abnormal tangle of 
blood vessels—in the critical frontal 
lobes of the brain. The doctors 
allowed Shalon time to recover from 
her brain injury, and after an angio- 
gram revealed that the malformation 
persisted, she was taken to the operat- 
ing room. 

“Remarkably, the day after surgery 
she was better, already speaking,” 
recalls Dr. Friedman. “At one month 
she was gabbing away, almost like nor- 
mal, and the family said she was more 
alert and perceptive. 

She is an example of why pediatric 
neurosurgery is so rewarding,” Dr. 
Friedman says, adding, “In contrast to 
adult neurosurgery, a fair number of 
conditions are benign and you can 
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really cure them through surgery. In 


addition, the immature brain recovers 
from injury more easily.” 

Shalon is but one of many success 
stories from the Division of Pediatric 
Neurological Surgery, which has 
become a national referral center for 
particularly difficult and rare cases. 

Of particular note is the Division’s 
expertise in treating tethered spinal 
cords, pineal gland tumors, and 
tumors near the pituitary gland. 


When a Tethered Cord Stretches 
the Spinal Column 


Many children with spina bifida (a 
disabling condition in which the 
spinal canal does not close completely 
during fetal development) learn to 
walk with crutches and braces. But as 
they grow, their leg muscles gradually 
weaken, so that by adolescence they 
usually require the use of a wheel- 
chair. Experts have proposed all sorts 
of physiological and sociological rea- 
sons for this supposedly inevitable 
progression, explains Dr. Peter 
Carmel, PH’s senior pediatric 
neurosurgeon. 

But as it turns out, it is not inevita- 
ble. ““We now know that many of 
these kids get weaker because their 
spinal cord is being stretched, and 
their legs are actually becoming pro- 
gressively denervated.” These children 
have so-called tethered cords. 

Until birth, the spinal cord and its 
protective casing—the bony spinal 
canal—are the same length and grow 
at an equal rate. Then the spine 
grows faster. “In other words, the 
spinal cord pulls up from the bottom 
of the canal;’ where it floats freely, 
connected at its lower end only by 





Dr. Emily Friedman checks 
Shalon’s post-operative 
progress. 





nerve roots, explains Dr. Carmel, 
who is Attending Neurological Sur- 
geon at PH and Professor of Clinical 
Neurological Surgery at PGS. 

However, the spinal cord can 
become “tethered” to the bottom of 
the canal early in development by a 
tumor or bone abnormality, or as a 
consequence of surgical repair of a 
myelomeningocele. Thus, as the child 
grows, the spinal cord stretches, a 
painful condition that hinders leg 
movement and bladder and bowel 
control. 

Because of advances in radiology 
(namely, magnetic resonance imag- 
ing) and in instrumentation (the 
operating microscope), this abnor- 
mality can be readily detected and 
repaired. In a delicate procedure last- 
ing between five and nine hours, “we 
separate the spinal cord from the scar 
tissue and remove any tumor or dam- 
aged tissue. The cord actually begins 
to move up in the course of the opera- 
tion,” says Dr. Carmel. 

“By untethering the cord, we’ve 
been able to stop the downward slide 
and relieve the pain. And in one 
third of the children, we get some 
improvement in sensory and motor 
problems in the legs.’ About 20 teth- 
ered cord patients are treated annually 
at the Neurological Institute, probably 
more than at any other institution. 


Challenging Traditional 
Treatments 


Another rare condition seen in rela- 
tively large numbers at Presbyterian 
are tumors of the pineal gland. More 
and more patients are being referred 
here because of the reputations of 
PH’s neurosurgeons. Over the last six 
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years, they have treated about 30 chil- 
dren with these tumors, perhaps more 
than anywhere else in the world. 
Although the function of the 
pineal gland in humans is unclear, 
tumors can wreak havoc by blocking 
spinal fluid pathways and causing 
hydrocephalus. Patients may also have 
double vision and headaches. Some- 
times these tumors are malignant. 
From their extensive experience 
with pineal tumors, Drs. Carmel and 
Friedman believe that surgical 
removal of both benign and malig- 
nant tumors is the best initial therapy, 
which runs counter to tradition. Typi- 
cally, the tumor is first irradiated. 
Tumors that shrink are considered 
benign and not treated surgically; 


TRANSPLANTATION OF 
BRAIN CELLS 










In addition to her role as a pediatric 
neurosurgeon, Dr. Emily Friedman is 
committed to scientific research. 

She plans to continue studies begun 
as a resident at PH with Dr. Norman 
Latov, Associate Attending Neurolo- 
gist and Associate Professor in Neu- 
rology. They successfully transplanted 
cerebral tissue from normal mice into 
the brains of mice who lack a gene to 
make a myelin protein. Myelin is the 
insulating protein layer on nerve cells 
that is crucial to the transmission of 
electrical impulses. Importantly, the 
transplanted cells remyelinated. 
“We might be able to use these 
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those that don’t are considered malig- 
nant and may be surgically biopsied. 

There are two problems with this 
approach, the neurosurgeons have 
found. Some malignant tumors do 
respond to radiation, at least initially, 
only to return in even greater force. 
Secondly, radiation can severely stunt 
a child’s physical and mental 
development. 

“Following our approach, we are 
not blindly irradiating the child and 
we know the type of tumor we are 
dealing with,” Dr. Friedman says. 
After surgery, patients may receive 
radiation or chemotherapy, depending 
on the tumor’s cell type. 

Along with Dr. James Garvin, an 
Assistant Attending Pediatrician and 





transplants in the future to help 
patients with multiple sclerosis,’ a dis- 
ease that destroys myelin. Such trans- 
plants might also prove useful for 
spinal cord trauma and stroke 
patients, in whom both nerve cells 
and myelin would need to be restored. 
The work will be conducted in a 
special transplantation laboratory she 
and Dr. Peter Carmel recently estab- 
lished with help from the Arnold D. 
Frese Foundation Inc., of New York. 
Dr. Friedman brings to the research 
invaluable experience she gained as 
the 1987 Van Wagenen Fellow of the 
American Association of Neurosur- 
geons, one of the field’s top honors. 
During this fellowship, she spent six 
months in transplantation laboratories 
in Europe. She also received the 
Charles A. Elsberg Fellowship of the 
New York Academy of Medicine and 
was appointed a Dana Fellow in Neu- 
rological Surgery at P&S.m 








“You can really cure chil- 
dren’s conditions with sur- 
gery, and the immature 
brain recovers from injury 
more easily,’ Dr. Friedman 
Says. 





J 
Assistant Professor of Pediatrics who 
specializes in hematology/oncology, 
the two pediatric neurosurgeons are 
in the process of developing new 
treatment protocols for tumors that 
turn out to be malignant. 

Overall, their approach has met 
with success, even with very malig- 
naht tumors. One reason is the rein- 
troduction by Dr. Stein of an old 
surgical approach to the pineal gland, 
which sits at the very center of the 
head. “Descartes called it the seat of 
the soul,” says Dr. Carmel. “Together 
with new instrumentation, this 
approach permits greater access to the 
region with safer tumor removal.” 

Neurosurgeons at PH have also pro- 
posed a change in traditional treat- 
ment of another type of brain tumor, 
called a craniopharyngioma, that 
occurs just above the pituitary gland. 
“As it grows, it rips up the optic 
chiasm, the place behind the eye 
where the optic nerves meet,” says Dr. 
Carmel. This produces vision prob- 
lems as well as headache, nausea, and 
vomiting—symptoms of increased 
fluid buildup within the head. 

“We have been pushing for total 
removal of these tumors,” says Dr. 
Carmel. Most physicians, however, 
prefer to radiate craniopharyngiomas 
unless they are malignant. Surgery is 
very risky because of the potential of 
damage to adjacent tissue and the 
tendency of these tumors to grow in 
all directions, complicating removal. 
But again, radiation is harmful and 
not always successful. Indeed, most of 
the children referred to the Neurologi- 
cal Institute were inadequately treated 
elsewhere, only to have the tumor 
recur. 
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THE AMBULANCE FROM NEW 
Jersey arrived at The Presbyterian 
Hospital’s Neurological Institute one 
afternoon several months ago. The 
ambulance brought a 30-year-old man 
who had been in an auto accident. He 
was being transferred to Presbyterian 
from another hospital. 

The man, who had not been wear- 
ing a seat belt at the time of the acci- 
dent, had been thrown from his car 
and sustained terrible head injuries. 
He was in a coma. 

Doctors at the hospital where he 
was first taken told his family that his 
prognosis was extremely poor. The 
family asked that he be taken to the 
Neurological Institute’s Intensive Care 
Unit. 

“Typically, doctors would have 
looked on this case as hopeless during 
the first week,” says Matthew Fink, 
M.D., Director of the Neurological 
Intensive Care Unit. “Based on our 
examinations we thought he had a 10 
percent chance of survival. We made 
the decision to treat him. 

“His problems were related to brain 
swelling. The treatment is difficult. It 
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requires a number of people who are 
experts, a team of doctors—a tremen- 
dous amount of effort on the part of 
all the physicians and nurses in the 
ICU; Dr. Fink says. 

After six weeks the man awoke, 
and after several months he was 
released from the Hospital to a reha- 
bilitation center. The only problem he 
has now is keeping his balance. 

“He has had an excellent recovery 
of his mental functions. We expect 
him to make a full recovery. Neuro- 
logically, he beat the odds.” 


Against the Odds 


The Presbyterian Hospital is 
renowned for beating the odds in the 
treatment of coma patients. About a 
year ago, the Medical Center estab- 
lished a coma center, which supports 
treatment, research, and teaching. 
The Center, funded primarily by the 
Annie Laurie Aitkens Lead Charita- 
ble Trust, is coming up with 
hypotheses about the causes and 
treatment of coma—and saving lives 
in the process. 

Coma is difficult to treat and diffi- 








cult to deal with for those w 10S 
are touched by it. It also involves — 
legal and ethical questions, such as 





under what conditions and forhow | 


long treatment should continue. 

The families of coma patients also 
face protracted financial and emo- 
tional stress. These families need 
emotional support—both for their 
own well-being and because their 
ability to relate to the comatose 
patient may be crucial to the patient’s 
recovery process. 

The Hospital staff must help keep 
the family going. “You want to give 
them hope and at the same time be 
realistic,’ says Jeff Hewitt, a Research 
Nurse Clinician with the stroke 
service. 

The Coma Center physicians are 
taking an epidemiological approach to 
the study of coma, according to Lewis 
P Rowland, M.D., Co-Director of 
the Coma Center. ““We’re assuming 
the best way to deal with coma is to 
keep it from happening. We’re trying 
to analyze the causes of prolonged 
coma—and to see whether the appli- 
cation of modern technology can help 
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predict which people are more likely 
to recover.’ 

The other physicians taking part 
are J.P Mohr, M.D., Co-Director, 
Darryl C. DeVivo, M.D., Director of 
the Pediatric Neurology Unit and Sid- 
ney Carter Professor of Neurology and 
Professor of Pediatrics at P&S; Allen 
Hauser, M.D., Professor of Neurology 
and Public Health and Associate 
Director of the Gertrude H. Sergiev- 
sky Center and Director of the Neuro- 
Epidemiology Training Program; and 
Dr. Fink. 

Coma Center physicians are sys- 
tematically looking at the causes of 
coma among their patients. They are 
studying the mechanisms by which 
the coma takes hold and seeing which 
of their patients do better and why. 

The goal is to find new methods of 
prevention and treatment. But comas 
are not simple phenomena, medically 
or otherwise. 















































Analyzing the Causes 


“A coma is a state somebody ends up 
in as a result of a myriad of condi- 
tions,’ Dr. Hauser says. “Someone 
may become comatose because of a 
drop in body temperature, a lack of 
oxygen, a metabolic disturbance, 
structural lesions, trauma, or a blood 
clot that affects the portion of the 
brain that controls the ability to be 
aware. The outcome is quite variable, 
depending on the cause.” The leading 
cause of coma in this country is auto 
accidents, Dr. Hauser says, and young 
men are the chief coma victims. 

One of the processes that Dr. 
DeVivo would like to take a closer 
look at is the mechanism by which 
very low blood sugar or low oxygen 
levels can produce coma. 

“Very little is known about the 
basic mechanisms that produce coma 
in a patient with a very low blood glu- 
cose concentration or a low blood 
oxygen level,” he says. “This knowl- 
edge would provide important infor- 
mation to enable one to fashion a 
treatment strategy that would block 
this abnormal process. 

“Metabolic disturbances,” he con- 
tinues, “are one of the leading causes 
of coma among children.” It is likely 
that these metabolic disturbances 
upset neurotransmission and produce 
a comatose state. Neurotransmitters 
are chemicals that enable the brain 
cells to “talk to” each other. There is 
some reason to believe that in some of 
these conditions, there may be an 
overaccumulation of these substances 






causing tissue toxicity. 

“If we can learn more about the 
role of neurotransmitters in coma,’ 
says Dr. DeVivo, “we can depress or 
stimulate these systems with various 
drugs or chemicals and affect a better 
outcome with a comatose patient.” 

To this end, two investigators in 
the Pediatric Neurology Division are 
focusing on the roles of neurotrans- 
mitters in comatose conditions. Dr. 
Michael Pranzatelli is interested in the 
role of serotonin in coma, and ina 
common complication of coma that 
causes uncontrollable spasms, known 
as myoclonus. 

Dr. Jan Wollack also is interested in 
the role of adenosine in coma and the 
possible interaction between the aden- 
osine system and the glutamate sys- 
tem. Glutamate is a chemical that can 
cause cell damage when the brain 
concentration increases after a coma- 
producing event. 

Dr. Mohr points out that in the 
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Paul R., a man in his thirties and 
chief executive officer of an out-of- 
state corporation, was in a meeting 
two years ago when he felt a sudden 
rush that worked its way from the bot- 
tom of his feet to his head. That was 
the beginning of an ordeal that would 
last 10 months, five of which he never 
experienced; he was in a coma. 

But his wife, Ruth (names and 
basic facts have been changed for this 
article), remembers what happened 
after her husband had a cerebral aneu- 
rysm and was taken to a local 
hospital. 

“They had operated on him on Sat- 
urday and seven hours later he was 
bleeding again. They had to go back 
in because there was re-bleeding in 
the suture area. Later in the week 
things weren’t going right. He suf- 
fered damage to part of the brain, 
which acted like a stroke. They oper- 
ated again because they thought there 












































dous swelling. He went into a deep 
coma. They gave him up. 

“T couldn’t let my husband go with- 
out trying the best, and that was Pres- 
byterian. I obtained the name of Dr. 


Matthew Fink. 


“Within 45 minutes of evaluating 
























was an infection. This caused tremen- > 


days before good brain imaging, there 
was a widespread belief that coma 
came about because certain injuries 
destroyed portions of the brain. Now, 
with better brain imaging, doctors 
can see that it is often swelling, and 
not the original injury, which causes 
coma by causing displacement of 
healthy tissue, leading to coma and 
eventually, if untreated, destroying 
the tissue. But the fatal compression 
can be prevented, he says. 

The work of the Coma Center con- 
tinues. “The more we learn about 
these problems, the better we can deal 
with them,” Dr. Fink says. 

As the saying goes, an ounce of 
prevention is worth a pound of cure. 
Dr. Fink agrees. There are ways that 
the public can also aid in preventing 
comas, he said. “I see the end result 
of the failure to wear seat belts, drun- 
ken driving, and violent crimes. It 
would be nice to prevent these 
things,” he says. — 


him, Dr. Fink said that Paul had a 
shot at surviving. He had had every 
medical complication. When he went 
in he was 170 pounds—he went down 
to 120. He was losing water. He had a 
collapsed lung, a blood infection, a 
urinary infection, and pneumonia. 
He had to have a tracheotomy and a 
hole put in his stomach for feeding. 

“At first you couldn’t wake Paul at 
all. I was in there every day for six 
months, eight hours a day. I talked 
and sang to him and brought the kids. 
I danced—whatever I had to do to 
make this man wake up. 

“T brought in tapes of the children 
singing. The nurses played them for 
him when I wasn’t there. The nurses 
believed in him with me and they 
never stopped talking to him—they 
fought along with me. Later I could 
wake him by screaming and shaking 
him, and eventually I could talk to 
him and awaken him.” 

When Paul was released from Pres- 
byterian he went to a head trauma 
center in his home state for rehabilita- 
tion. There, the doctors told Paul he 
would have to use a wheelchair when 
he was released. 

Says Paul, “I was determined to 
walk out of there on my own. Five 
months later I was discharged and I 
walked out of the facility. There are 
no residual effects. 

“T couldn’t put into words how | 
feel about what they did for me at 
Presbyterian. They gave me a second 
chance.s 
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DEBORAH H., A 42-YEAR-OLD 
woman with three children, who has 
rarely been sick except for a head cold 
now and then, develops a sudden 
severe headache following a morning 
exercise class. Not long after the onset 
of the headache, she begins to feel 
nauseated and calls her physician. His 
advice is not to worry, but to rest in 
bed for the afternoon and evening. 

The next day she feels even worse, 
and calls again. This time, he sug- 
gests that she go for a CT scan, which 
reveals a hemorrhage. Now she is 
referred to Dr. Robert Solomon at 
Neuro; she arrives at the Medical 
Center late that day, roughly 24 hours 
after the headache occurred. 

By now her neck is stiff, but the 
stiff neck, nausea, and headache are 
the only symptoms that something is 
wrong. Dr. Solomon orders an angio- 
gram, which shows a large aneurysm, 
a balloonlike bulge in an artery in the 
brain. Although it is sealed now, it 
could rupture again at any time. 

Sometime around noon the same 
day, Deborah undergoes surgery, dur- 
ing which the aneurysm is clipped 
and the sac punctured to make sure 
that the aneurysm has been com- 
pletely occluded. Then Deborah is 
sent to the Neuro Intensive Care 
Unit, where she is given medications 
that maintain maximum blood flow to 
the brain. Within two days she is 
moved to a room outside of the Neuro 
ICU, and continues to recover. 

About four days after surgery, she 
becomes sleepy and seems confused, 
and notices weakness on the right side 
of her body. Another angiogram 
reveals a severe vasospasm, or narrow- 
ing of the blood vessels to the brain. 
Dr. Solomon is worried about Debo- 
rah having a stroke—he returns her 
to the ICU, inserts a catheter and 
administers drugs that increase her 
blood pressure and improve blood flow 
to the brain; within three hours she is 
more awake and no longer weak. 

Therapy continues for three days, 
and is tapered off over another three 
days. Within a month of returning 
home, Deborah has resumed a full 
schedule of daily activities. 


A Revolution in Treating 
Aneurysms 


Ten years ago, the outcome would 
have been quite different, says Dr. 
Solomon, Assistant Attending Neuro- 
logical Surgeon and Assistant Profes- 
sor. There are two fears with 
aneurysms, he says: that the aneurysm 
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might re-bleed, which might well be 
fatal; and that the patient might suffer 
a stroke during the recovery period. 
Until very recently, treatment for 
aneurysm prevented neither of these 
outcomes, and in fact, might have 
made the situation worse. 

“First, the patient would have been 
ordered to have bed rest for one to 
two weeks before the operation. The 
aneurysm has a 20 percent chance of 
rupturing during such a period of bed 
rest, and a rupture would most likely 
have been fatal. 

“In addition, if she had suffered a 
stroke, there would be no way to 
reverse the deterioration; if she had 
lived, she would likely have been left 
with severe neurological damage— 
and that was the best to be expected.” 

Dr. Solomon, together with Mat- 
thew Fink, M.D., is changing the 
way aneurysms are treated. It all 
began when they were residents at 
Presbyterian and noticed that patients 
who developed vasospasm (which can 
precede stroke) after a ruptured aneu- 
rysm had abnormally low blood vol- 
ume and blood pressure. 

“Tt stood to reason that we could 
prevent spasm-caused brain damage if 
we could maintain normal blood 
flow,’ Dr. Solomon says. Medications 
existed to do this, but had not been 
used in patients with normal hearts, 
for fear of triggering kidney or cardiac 
complications or other serious side 
effects. “We felt these effects would be 
minimized with proper monitoring,” 
Dr. Fink says. 

That is when they began operating 
on patients with ruptured aneurysms 
24 hours after the rupture, using a 
dehydrating agent and spinal drainage 
to relax the rupture-caused swelling 
before surgery. They followed up, as in 
Deborah’s case (Deborah is a compos- 
ite of a typical aneurysm patient), 
with a drug regimen, under careful 
ICU monitoring, that maintained cer- 
ebral blood flow. 

The results have been dramatic: 
only five percent of patients treated 
have experienced serious spasm, 
which used to affect 30 percent, and 
only four have re-bled, and those 
within an hour of admission to the 
Hospital. Some 78 percent have 
recovered completely and another 10 
percent have recovered substantially. 
An estimated 25,000 people in the 
United States have aneurysms. 

“T think our methods may eventu- 
ally change the way aneurysm patients 
are treated at other hospitals,’ Dr. 
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Solomon says. But many community 
hospitals simply cannot field the dedi- 
cated team of neurologists, neurosur- 
geons, and round-the-clock intensive 
care physicians required for this type 
of treatment, he adds. “It’s not fair to 
the patient to be treated without these 
resources. Now we suggest that 
patients with ruptured aneurysms 
should be referred to a tertiary care 
center such as CPMC” 

So far, Dr. Solomon and Dr. Fink, 
who is Director of the Neuro Intensive 
Care Unit, have handled over 150 
aneurysm patients in the last two 
years, compared to the seven or eight 
seen in the typical community hospi- 
tal. They are now treating virtually 
all patients admitted to the Hospital 
for aneurysms. 

Even though their treatment proto- 
col is working well, they are still look- 
ing for improvements. Dr. Fink is now 
testing a drug called Nicardipine to 
prevent contractions of arteries’ 
smooth muscle lining by arresting the 
influx of intracellular calcium that 
causes them to constrict. The trial is 
part of a 30-center study sponsored by 
the National Institutes of Health. Pre- 
liminary results are positive. 


AVMs Also Threaten Life 


Jennifer Christie’s experience with an 
AVM is fairly typical: a healthy, young 
woman, she was having a lunch meet- 
ing with colleagues when her eyes 
rolled and her head followed. 

She herself noticed that her jaw was 
dislocated, and thought that was the 
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Dr. Robert Solomon operates on an aneurysm patient approximately 24 hours after a mone Occurs. 
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problem, even though it seemed that 
none of her friends noticed it. She 
also was aware that she couldn’t 
answer questions being asked of her by 
her colleagues and then the police, 
whom they had called, unless they 
were written down. 

She was taken to a local hospital, 
where the doctors paid no attention to 
her jaw, so she clicked it back into 
place herself. The whole event—a sei- 
zure—had the disconnected quality of 
a dream. 

The seizure announced the rupture 
in her brain of an AVM (arteriove- 
nous malformation), an abnormal 
tangle of blood vessels twisted and 
turned in upon themselves. 

Normally, blood moves from mus- 
cular-walled arteries into capillaries, 
which supply brain tissue with oxy- 
gen, then into progressively larger but 
thin-walled veins and back to the 
lungs and heart. In an AVM, arteries 
flow directly into veins, which, when 
subjected to the constant surges of 
blood from the heart are prone to 
spring leaks and burst. It was this type 
of bleeding that caused Jennifer 
Christie’s seizure. 

Eventually she was referred to PH. 
Sadek Hilal, M.D., Director of Neu- 
roradiology, and Dr. Bennett Stein 
performed an embolization to shrink 
the AVM and then remove it. 

Dr. Hilal’s embolization technique 
involves blocking off the blood vessels 
feeding the AVM while the contrast 
agent used in the angiogram makes 
them visible in X-ray films. He 





pioneered this technique 20 years ago 
and has refined it since then. Now, 
improved materials allow him to 
insert a catheter and position it until 
it is exactly at the point to be blocked. 

Recovering, Jennifer had to learn 
English all over again, and everyday 
tasks eluded her. She was alive, 
though, and recovering. 


Prognosis: Getting Better 
All the Time 


Aneurysms and AVMs share several 
traits: neither gives a warning before 
rupture, and both are deadly serious 
from the moment they reveal them- 
selves, usually in otherwise healthy 
people between ages 20 and 50. 

Just as patients with aneurysms 
have a better chance because of new 
therapies developed at PH, so do 
those with AVMs. Formerly, half of 
AVM victims died from the operation 
to remove the malformations. Now, 
up to 97 percent live and recover. 

New technologies such as the MRI 
scanner pioneered by Dr. Hilal sup- 
plement established techniques like 
angiography, which involves injecting 
a dye that highlights cerebral blood 
vessels in X-rays. J.P Mohr, M.D., 
Attending Neurologist and Sciarra 
Professor of Neurology, uses three- 
dimensional transcranial Doppler 
studies, a painless and noninvasive 
technique to study arterial blood flow 
and help predict results of procedures 
undertaken to correct AVMs. 


The Operating Microscope 
Offers a Clear Picture 


One reason that the operation to 
remove an AVM was so deadly in the 
past was that surgeons were using only 
conventional X-rays to locate the mal- 
formation. Today, the CT and MRI 
scanners, used with the angiogram, 
help neurosurgeons pinpoint the site 
of the AVM, and the operating micro- 
scope helps keep the site in view dur- 
ing the procedure. 

The operating microscope, devel- 
oped beginning about 30 years ago 
and now in widespread use, takes 
precision down to the capillary level. 
Dr. Stein, who specializes in treating 
AVMs, credits the instrument with at 
least 50 percent of the increase in 
AVM survival and recovery rates. 

Dr. Stein works with Dr. Mohr and 
Dr. Hilal to treat AVM patients, who 
come from all over the world. They 
see some 60 AVM patients every 
year—more than many neurosurgeons 
treat in a lifetime.m= 





UNRAVELING THE MYSTERY OF 
A FATAL DISEASE 








TODAY, JIM FREEMAN’S Among the famous victims of ALS a ' oratory researchers who, with the 
Diao aken acttonemmhteewearsiiroml, po oe, enc dee Dams) UTlatHG NUNGUS: Ft support of several foundations, are 
now, if he is still alive, he probably sea ved Cartatarla antiatie and Griishiaeh determined to change the meaning 
won’t be able to say the name of the sicist Stephen Hawking. = of ALS. You will find many of them at 
disease that is taking his life. | Presbyterian Hospital’s Neurological 
It’s called amyotrophic lateral scle- | for ALS is a death sentence that is Institute, one of five hospitals in the 
rosis, or ALS. Its roster of victims handed down with no chance for United States designated by the Mus- 
includes Lou Gehrig, David Niven, __| appeal. cular Dystrophy Association as a 
Dimitri Shostakovich, Charlie Min- | Grim and debilitating as this center for the comprehensive studies 
gus, Henry Wallace, and Senator _ untreatable neurological disorder is, it | and clinical trials of the disease. The 
Jacob Javits. Jim Freeman (a pseu- has attracted some of the world’s most | Center has just been named the 


_donym) will die from the disease, too, | gifted and devoted clinicians and lab- | Eleanor and Lou Gehrig ALS Center. 
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Patients and Researchers 
Helping Each Other 


At the Center, patients take part in 
therapeutic trials that may prove 
effective in slowing the disease and 
perhaps someday halting ALS alto- 
gether. Moreover, the Center allows 
patients to share their experience with 
others who have the relatively rare 
disorder, which affects an estimated 
one in 20,000 people. 

Here, too, researchers are seeking a 
gene that causes ALS, while at the 
same time probing for an immunologi- 
cal abnormality that also may be a 
factor in the disease. They are investi- 
gating a related disorder in children 
called spinal muscular atrophy and 
examining the similarities among 
patients with ALS, Alzheimer’s, and 
Parkinson’s disease. These three dis- 
orders are characterized by the degen- 
eration of specific sets of nerve cells— 
usually in older persons—and often 
these diseases appear in pairs. Alz- 
heimer’s is caused by the deterioration 
of the cells in the cerebral cortex, 
resulting in dementia. 

The disintegration of the basal gan- 
glia cells causes the progressive rigid- 
ity and tremors of Parkinson’s disease. 
In ALS, the most rapidly fatal of the 
three diseases, the anterior horn cells 
in the spinal cord are the prey. The 
disease erodes the motor neurons that 
send signals to muscles, consequently 
causing increasing weakness and 
paralysis. In the end stages of ALS, 
the patients are unable to move their 
bodies, talk, or breathe. Many die of 
pneumonia. 

Because ALS progresses quickly, it 
is the most difficult of these diseases 
to study. Once an ALS diagnosis is 
confirmed, a patient has about four 
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ALS is “a horrible disease,” Dr. Lewis P Rowland says. Here, Tae Sook Kim tests an ALS patient. 


years to live, allowing little time for 
scientific conclusions and, sadder yet, 
little time for the patient to live a pro- 


ductive life. 


“ALS is a horrible disease,” says Dr. 
Lewis Rowland, Director and Chair- 
man of Neurology. “It’s horrible for 
the patient and horrible for the family. 
We’re not sure exactly what causes 
ALS, but we have a few clues. And 
we have some of the best talent there 
is working on it. We also are blessed 
with the generosity of several groups, 
without whom there could be little 
research.” 

He cites the Muscular Dystrophy 
Association and the smaller ALS 
Society. The ALS Center also oper- 
ates with funds from the National 
Institute of Neurological and Commu- 
nicative Disorders and Stroke 
(NINCDS), a branch of the National 
Institutes of Health. Other groups 
concerned with research at the Cen- 
ter are the Albert Klausner Founda- 
tion, the Levien Family Fund, the 
Samuel and May Rudin Foundation, 
and the Schultz Foundation, which 
supports the George Ambrose 
Research Cell Bank, named after an 


outstanding orthopedist at Presbyte- 
rian who had ALS. 


Asking the Right Questions, 
Gently 


Tae Sook Kim, a Research Nurse Cli- 
nician, sits at a desk with a patient 
who is visiting for the afternoon. She 
asks him the same questions she asked 
him two months ago, and will ask 
him the questions again in another 
two months. It’s her job, part of a 
multicenter therapeutic trial with the 
drug cyclosporine. The trial is a con- 
firmatory study designed to show the 





effectiveness of the drug in slowing 
the progression of ALS. Thirty-one 
patients with the disease are enrolled 
in the study at Presbyterian. 

“Are you having trouble with your 
breathing?” 

“Not really,’ he says, admitting that 
he still smokes a pack a day. Tae Sook 
scolds him and continues. 

“Have you noticed any change in 
your speech?” 

“My English has never been that 
great, if that’s what you mean.” Like 
so many who face death, he has 
learned the defense of humor. 

“Are you on a regular diet?” 

Yes, he says, but admits his appetite 
isn’t what it used to be. A tall man, 
he is down to 125 pounds. 

She asks him about his daily rou- 
tine. He tells her that he sits for his 
shower now and that his wife helps 
him with his socks. He still does the 
easy things for himself, even though 
he has lost most of the function in 
one hand. Tae Sook then goes on to 
the motor function tests. Afterward, 
she will assign a composite score. 

She tests his swallowing capability 
and has him read some words to see if 
his speech has diminished since his 
last visit. He blows into a special 
gauge to measure his respiratory 
strength, and grips instruments that 
test his hand and finger strength. 


















Where There Is Research, 
There Is Hope 


The cyclosporine study at Presbyte- 
rian, which began in April 1987, is 
under the direction of Dale Lange, 
M.D., Director of the EMG lab at 
PH. Dr. Lange succeeded Dr. Robert 
E. Lovelace, Attending Neurologist 
and Professor of Neurology, who 
established the lab. The patients 
enrolled in the study are in the earlier 
stages of ALS. 

It’s premature to gather any conclu- 
sions from this study, Dr. Lange says, 
but there is hope in his voice when he 
talks about the initial trial with 
cyclosporine at Baylor. The double 
blind study involved 70 patients with 
ALS, and indicated that cyclosporine, 
which currently is used to prevent 
rejection of transplanted organs, sig- 
nificantly slowed the progression of 
the symptoms of ALS. 

“The hypothesis we’re working 
from is that ALS is an autoimmune 
disorder,’ Dr. Lange says. “That is, 
patients with the disease develop an 
immune response against their own 
cells. The theory is that cyclosporine 














































fights this destruction.” 

Dr. Lange’s studies are supported by 
the work of Norman Latov, M.D., 
Ph.D., Associate Attending Neurolo- 
gist at PH and Associate Professor of 
Neurology at P&S. Dr. Latov and his 
group—including technicians, stu- 
dents and fellows—are investigating 
the roles of antibodies in ALS as well 
as in other degenerative neurological 
diseases, including peripheral neuro- 
pathy, Alzheimer’s, and AIDS. 

In addition to the cyclosporine 
trial, Dr. Lange and his colleagues are 
hopeful about developing a central 
database, which will include patient 
information from several medical cen- 
ters. “The idea here is to get a grasp 
on the trends in the disease?” Dr. 
Lange explains. 

“ALS, in the end, is like being a 
participant in your own funeral,’ Dr. 
Lange continues. “Your mental facili- 
ties are okay. You can see, you can 
hear, but that’s it. You just lie in bed 


ASSEMBLING THE 
Se MIPLEX UZ LEG 
BRAIN DISORDERS 
























What are the causes of neurological 
diseases? Researchers at the H. Hous- 
ton Merritt Clinical Research Center 
for Muscular Dystrophy and Related 
Diseases, including clinicians, basic 
scientists, pathologists, and others are 
asking, from various points of view, 
what goes wrong in the case of neuro- 
logical diseases. Slowly but surely, 
they are beginning to see patterns. 
They are confident that, in time, and 
piece by piece, the full picture will 
emerge. 

“We analyze rare, devastating neu- 
rological diseases,’ says the Center’s 
Co-Director, Salvatore DiMauro, 
M.D., Professor of Neurology at P&S. 
“The idea is that if we can understand 
how these rare diseases work, then we 
might find new treatments for more 
common neurological disorders.” 

The Center was established with a 
grant from the Muscular Dystrophy 
Association and a gift from Mrs. Lucy 
Moses, who was a friend and admirer 
of Dr. Merritt’s. 

Because of intense activity in the 
relatively new field of molecular 
genetics, exciting new results are 
being found. Most recently, Dr. 
DiMauro and his colleague, Eric 
Schon, Ph.D., who directs the Cen- 


ter’s molecular genetics lab, were the 



























and move your eyes. A few people, 
like Senator Javits, who was on a 
respirator, live six or seven years with 
the disease. Stephen Hawking, a Brit- 
ish astrophysicist, talks through a 
computer and has gone 20 years with 
ALS. But for most patients that isn’t 
realistic.” 

Much of getting to the root of ALS 
is money, Dr. Lange says. He’s thank- 
ful for the support his group has from 
the Muscular Dystrophy Association 
and from Sandoz Pharmaceuticals, 
which manufactures cyclosporine. 
“No doubt we need support if we’re 
going to help people with ALS,” he 
says. “That, talent, and hope.” 


















Big Ideas From a Small Lab 


William Johnson, M.D., Associate 
Attending Neurologist and Associate 
Professor of Clinical Neurology, works 
from a tiny office off a tiny laboratory 
at CPMC. Large ideas come from 
this small place, where Dr. Johnson 











first to identify deletions in muscle 
mitochondrial DNA in Kearns-Sayre 
Syndrome, a rare disorder that causes 
paralysis of eye muscles, weakness, 
mental retardation, heart disease, and 
loss of balance. It is ultimately fatal. 

“Not only can the cell be diseased, 
but the mitochondrion—the cell’s 
powerhouse—can also have its own 
diseases. That’s because the mito- 
chondrion is the only part of the cell 
with its own DNA. These mitochon- 
drial disorders are devastating.” 

Collaboration among the Center’s 
labs is key to progress made there. 
The work on Kearns-Sayre is aided 
by several labs in addition to Dr. 
Schon’s. Dr. Eduardo Bonilla directs 
the Center’s muscle morphology lab, 
and Armand E Miranda, Ph.D., 
directs the tissue culture lab. 

Among the Center’s donors are 
Libero and Graziella Danesi of Milan, 
whose son, Aldo, is afflicted with a 
mitochondrial disorder similar to 
Kearns-Sayre Syndrome. Collaborat- 
ing with Center researchers is Dr. S. 
Di Donato of the Istituto Neurologico 
“Besta” in Milan. 

“Clinical research eventually will 
show us the inner workings of these 
diseases;’ Dr. DiMauro says. “Scien- 
tists at the Merritt Center are study- 
ing ALS, Alzheimer’s, muscular 
dystrophy, and almost every neurolog- 
ical disease known. The more we 
understand, the closer we will be to 
more effective treatments and possible 











and his team of investigators have 
been searching for a genetic cause for 
ALS for three years. 

“Tt’s got to be in there somewhere, 
and sooner or later we’ll find it,’ he 
says. ‘“We’re optimistic about this; the 
project is doomed to success.” 

Dr. Johnson and his staff are oper- 
ating on the knowledge that many 
ALS patients have strong family histo- 
ries of ALS. This isn’t to discredit 
other theories on the cause of the dis- 
ease, such as environmental factors 
and immune disorders—it merely 
means that there may be several 
causes for ALS, or that several factors 
can trigger the same biological mech- 
anism for the disease. 

Advances in a technique called lin- 
kage mapping have allowed people 
like Dr. Johnson to become optimistic 
about their studies. “Mapping human ] 
genes, which began about 50 years 
ago, is in every way comparable to 
mapping the globe since Columbus 
made his voyages,” he says. 

Today, using genetic markers, or 
DNA probes called RFLPs, research- 
ers can search very small parts of a 
patient’s genetic makeup one by one, 
using blood samples from ALS 
patients. The DNA probes can locate 
a disease gene because each probe 
binds to a specific spot on a specific 
chromosome. 

“Tt’s almost like looking for an 
address in Manhattan,” he says. “The 
probe, like a cross street, will tell you 
if you are close to what you are look- 
ing for, but it isn’t exact. So once you 
find a probe close to the disease gene 
you keep on looking to narrow it 
down further.” 

Once Dr. Johnson and his team— 
or other researchers, for that matter— 
locate a chromosomal defect that 
causes ALS in some patients, there is 
the possibility of cloning the gene. 
“Then you get the gene in a test tube 
and find out exactly what it is,” Dr. 
Johnson says. 

From that point, researchers would 
determine what protein is produced by 
the gene, and would study the behav- 
ior of the protein, complicated as it 
sounds. “When you learn what a pro- 
tein normally does, then you have a 
clue to the cause of ALS, because the 
gene isn’t doing what it’s supposed to 
do,’ Dr. Johnson says. “When you 
find out what the gene itself isn’t 
doing, you get a clue as to a cure or 
prevention. This has been done with 
other diseases, and we can get to the 
bottom of this one too.’m 
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“TF WE FIND A WAY TO KEEP 
*~ ourselves alive until age 120—which 
| is what we can reach physiologically if 

we cure cancer and heart disease and 
so on—unfortunately that would 
mean we would be living 40 years 
_ actively, 40 years sleeping, and 40 
years demented,” says Dr. Lucien 
_ Cote, Associate Attending Neurolo- 
| gist at The Presbyterian Hospital. 
| About one in four Americans above 
/ age 80 have some form of dementia. 
** Most dementia (what we used to 
*=* call senility) is caused by Alzheimer’s 
~-* disease, a progressive, degenerative 
~- disease of the brain that impairs 
_ memory, thinking, and behavior. 
When first described in 1907 by a 
_ German physician, Alois Alzheimer, 
this disease was rare. But as life 
expectancy grew, from 47 years in 
s 1900 to 75 years in the 1980s, so did 
- the incidence of this ultimately fatal 
| disease. Today, an estimated 2.5 mil- 
lion Americans, mostly those past 
| retirement age, are affected. 
Despite this bleak picture, progress 
| is being made. At Columbia-Presbyte- 
rian Medical Center, physicians and 
researchers from many disciplines are 
investigating the nature of Alz- 
fe heimer’s disease, improving diagnostic 
-- tools, formulating and testing new 

_ medications, and developing models 
aa for predicting its clinical course. In 
addition, the Memory Disorders 
Clinic, under the direction of Dr. 
Robert Mayeux of Neuro and Dr. Dav- 
angere Devanand of the New York 
State Psychiatric Institute, is helping 
_ patients and families cope with this 
Ss devastating illness. 


ap 


an ae 
Pe we ee, 
* 3 


Improving Diagnosis 
As little as ten years ago, Alzheimer’s 
| disease could be diagnosed with cer- 
#} tainty only at autopsy, when micro- 

| scopic analysis of brain tissue reveals 

- abnormal aggregations of tangled fila- 
_ ments and plaques in nerve cells of 
the brain’s memory processing areas. 

| Today, however, “‘neurologists and 

_ psychologists can establish a correct 
diagnosis in 85 to 90 percent of living 
| patients, using medical and psycho- 
logical tests,’ says Dr. Mayeux, Associ- | 
ate Attending Neurologist at PH. 

Still, clinicians and researchers are 
_ working to devise more efficient and 
accurate means of diagnosis. A prom- 
_ ising experimental technique is under 
_ development at the Psychiatric Insti- 
—tute’s Brain Imaging Division in the 
Department of Biological Psychiatry. 
Isak Prohovnik, Ph.D., Assistant 












_ been a long-standing interest of the 

Center for Geriatrics and Gerontol- 

_ ogy, which is directed by Dr. Barry J. 

-Gurland, John E. Borne Professor of 

Clinical Psychiatry at P&S. While 

not meant to replace medical tests, 

_ interview tests would help screen 
patients for proper referral and provide [gm 


_ diagnose dementia in certain groups. 


_ abilities?” asks Yaakov Stern, Ph.D., 


_ Assistant Professor of Clinical Neu- 






- land’s collaborators. 





Proce of Clinical Psychiatry at read 
P&S in association with the Memory (2355) 
Disorders Clinic, is using regional cer- 225" 
ebral blood flow (rCBF) imaging to 29%" 
diagnose patients. coal 

The key to rCBF is radioactively 
labelled xenon, an inert gas that is 
absorbed by active areas of the brain 
after it is inhaled by the patient. A 
special scanning device called a cere- 
brograph is used to visualize uptake of 
the gas and analyze physiological dif- 
ferences in brain function. 

Other researchers had already dem- 
onstrated blood flow abnormalities in 
late stages of the disease. The chal- 
lenge to Dr. Prohovnik was to look for 
changes early in the disease, obviously “yy 
a more important diagnostic point. % 
“We found that normal young people 
and healthy elderly people have a so- 
called hyperfrontal pattern, where 
blood flow is highest in the frontal 
lobes and diminishes smoothly toward 
the back,” he says. “Alzheimer’s dis- 
ease patients have reduced flow in the 
primary sensory motor and visual 
areas.” 

Even in the earliest stages of the 
disease, the researchers detected evi- 
dence of abnormal blood flow. Dr. 
Prohovnik now wonders if any transi- 
tion point exists between normal and 
abnormal blood flow patterns, a pros- 
pect he plans to evaluate. If a transi- 
tion point does exist and occurs 
before the appearance of symptoms, it 
would serve as a valuable predictor of 
the disease. 























































Better Screening Tests 


Simpler diagnostic tools such as inter- 
view tests of memory and cognitive 
function are needed as well. This has 


more precise data on the epidemiology & 
of Alzheimer’s disease. 

In addition to being unreliable, 
current screening tools tend to over- 


“Are we more apt to diagnose demen- 
tia in people who are less educated or 
from another culture just because we 

have inaccurate expectations of their ° 


ropsychology at P&S, one of Dr. Gur- 
“Are the tests 




















biased like IQ tests might be? 

“Now we are looking at the screen- 
ing instruments themselves to see 
whether it is possible to construct one 
that isn’t biased in this way.’ The 
Center hopes to use the screening tool 
to study the epidemiology of dementia 
in all of northern Manhattan. 

Yet another approach to diagnosis is 
being taken by Dr. Cote and his col- 
leagues in the Department of Neurol- 
ogy, who are examining the spinal 
fluid of patients with various forms of 


_ dementia. Specifically, they are ana- 
_ lyzing the breakdown of neurotrans- 


mitters, chemicals that transmit 
information between nerve cells, to 
see if changes or alterations in these 
substances can be correlated to a 
patient’s mental status. 

According to Dr. Cote, Associate 
Professor of Neurology, the research 
has already demonstrated that “Alz- 
heimer’s disease is not one specific 
or single transmitter defect, as has 
been advocated,” which has important 
implications for treatment. “I 
wouldn’t be surprised if eventually 


the treatment of this disease would be 


| like the treatment of cancer, that is, 





using multiple drugs at the same time, 
which has been quite successful.” 

Accordingly, the Behavioral Neu- 
rology Division of Presbyterian’s 
Department of Neurology, also 
directed by Dr. Mayeux, is conducting 
a number of clinical trials of promis- 
ing medications. One such medica- 
tion is physostigmine, which 
maintains higher brain levels of ace- 
tylcholine, a neurotransmitter. 

Deficits of this neurotransmitter in 
nerve synapses are thought to play a 
major role in memory impairment. 
Two recent studies by Dr. Stern, Dr. 
Mayeux, and Mary Sano, Ph.D., 
showed that physostigmine produces a 
slight but significant improvement in 
memory testing of patients with 
Alzheimer’s. 

Most recently, PH has begun clini- 
cal trials of acetyl-carnitine (which 
mimics the action of acetylcholine) 
and tetrahydroamino-acridine, or 
THA (which inhibits the enzyme that 
breaks down acetylcholine). 

In more basic research, two 


' members of the Medical Center com- 


munity, Dr. James Goldman and Dr. 
Michael Shelanski, are working at the 


cellular level to determine the struc- 


ture and function of degenerating 
nerve cells in Alzheimer’s disease. Dr. 
Shelanski is Director and Chairman 


_ of Pathology. 
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Managing Memory Loss 

One of the most frustrating aspects of 
Alzheimer’s disease is the many forms 
it can assume. Some victims are 
quickly affected, dying within a few 
years of diagnosis, while others linger 
for a decade. Some people notice 
memory problems immediately, while 
others never know what hit them. 

Although Alzheimer’s disease can- 
not be treated or reversed, much can 
be done to manage the problem, par- 
ticularly through a program such as 
the Memory Disorders Clinic, which 
is open to anyone who may have a 
memory problem. 

The Clinic’s first task is diagnosis. 
Using a series of tools, the Clinic per- 
sonnel examine each individual to 
determine the cause of dementia. 

“A few patients are found to have 
treatable or correctable causes,’ says 
Dr. Mayeux, “but most have one or 
more degenerative disorders of the 
central nervous system, such as 
Alzheimer’s, Parkinson’s, or Pick’s 
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Patients want to know what will 
happen to them. “How long do 
| have?” “When will | need to go 
to a nursing home?” These are 
hard questions to answer. 

AAAA 


disease. A fair number have a com- 
bination of Alzheimer’s disease and 
stroke.” 

The process begins with a simple 
phone interview, followed, if appropri- 
ate, by a standardized neurological 
evaluation and then a full neuropsy- 
chological evaluation, which involves 
four or five hours of testing. If neces- 
sary, additional tests, including a lum- 
bar puncture for spinal fluid studies, 
various blood tests, and a CT or MRI 
scan, are administered. Results of the 
examinations are reviewed by a team 
of physicians at the Clinic. 

Once a patient is diagnosed with 
Alzheimer’s disease, the hard work 
begins. “When you tell someone they 
have Alzheimer’s disease, you’re say- 
ing there’s going to be a point when 
the person can no longer operate in 
the world,” says Dr. Stern, the Clinic’s 
Director of Neuropsychology. 

Inevitably, the patient will deterio- 
rate. Thus, the Clinic’s central role 
after diagnosis is to follow the patient, 
manage symptoms (such as sleeping 





troubles) with medications, and teach 
the family how to care for and adapt 
to the patient. The latter is accom- 
plished through the Clinic’s social 
worker and other health care profes- 
sionals and through referrals to out- 
side support groups. 

“Patients are encouraged to partici- 
pate in research and, if appropriate, to 
join a clinical trial at the Medical 
Center,’ adds Dr. Stern. All told, the 


Clinic treats about 100 patients a year. 


Predicting the Clinical Course 


“Since we can’t cure the disease, and 
can barely treat it, the least we should 
do is give a person an idea of what is 
going to happen to them,” says Dr. 
Stern. “The patient usually asks: 
‘How long do I have? When will I not 
be able to drive a car? When will I 
need to go into a nursing home?’ The 
course of the disease varies from 
patient to patient, so these are hard 
questions to answer. 

“Therefore, we are studying the 
natural history of the disease in order 
to develop models for predicting the 
course of time to particular mile- 
stones, such as the inability to eat, 
dress, or to use the bathroom inde- 
pendently. We have found that 
patients who on their initial visit have | 
extrapyramidal symptoms (rigid or 
slow movements seen in Parkinson’s 
disease) or who have symptoms of psy- 
chosis (delusions or hallucinations) 
reach certain milestones more 
quickly.” 


Prospects for the Future 


In general, families have shouldered 
most of the burden of caring for 
patients with Alzheimer’s disease. 
Most families avoid institutionaliza- 
tion as long as possible, sometimes 
too long. However, this may change 
as the proportion of elderly people 
grows and the average number of 
childern per family declines, points 
out Dr. David Wilder, Deputy Direc- 
tor of the Center for Geriatrics and 
Gerontology. 

“The prospect of not finding a 
treatment or cure for Alzheimer’s dis- 
ease is a grim one, with terrible ethi- 
cal and social implications,” Dr. 
Wilder says. At the same time, he 
and others believe that researchers 
will probably devise many forms of 
therapy. 

“Given the history of medicine,’ he 
says, “making the most negative 
assumption is probably not 
warranted. 
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BRAIN TUMORS, FOR GOOD 
reason, evoke fear. For even a small, 
noncancerous tumor in the wrong 
place can kill or cripple a person. 
When the tumor is malignant, 
another battle must be waged simulta- 
neously to prevent local recurrence of 
the cancer. 

While treatment of these dangerous 
neoplasms will never be simple, clini- 
cal research at Presbyterian’s Neuro- 
logical Institute with the drug 
interferon shows a new direction in 
the battle against them. With support 
from corporations and private donors, 
researchers at Neuro are engaged in 
clinical research trials using interferon 
to biologically alter the course of 
glioblastoma, a rapidly fatal malignant 
tumor of the brain. 

The clinical portion of this two- 
year study is co-directed by Edgar 



















Finding New. Ways to Attack 


Housepian, M.D., Attending Neuro- 
logical Surgeon and Professor of Clin- 
ical Neurosurgery. Dr. Housepian and 
his colleagues are using beta inter- 
feron (the drug is classified as alpha, 
beta or gamma interferon, depending 
on the type of tissue from which it is 
derived) to test the safety and poten- 
tial effect of the drug in treating these 
deadly brain tumors. 

In the preliminary phase of the 
study (it will be some time before any 
firm conclusions are drawn about the 
drug’s effectiveness) the results were 
encouraging: the drug appeared to be 
well tolerated among patients with 
glioblastomas. In a process called 
intercavitary injection, 21 patients 
received beta interferon injected into 
the brain via a tiny balloon reservoir 
placed under the scalp. As opposed to 
intravenous or intramuscular injec- 







tion, this method delivers the drug 
directly to the tumor. 

While part of the study group will 
continue to receive the intercavitary 
treatments, others now are undergoing 
intravenous interferon treatment, 
under the supervision of Michael R. 
Fetell, M.D., Associate Attending 
Neurologist, Associate Clinical Pro- 
fessor of Neurology, and Co-Director 
of the clinical studies. Assisting Drs. 
Fetell and Housepian in their efforts is 
Martin Oster, M.D., a medical oncol- 
ogist who is investigating the use of 
interferon in other applications. 

“We encourage patients with malig- 
nant brain tumors to enroll in a pro- 
tocol study,’ Dr. Housepian says. “We 
hope, number one, to help the 
patients, but also hope that we may 
learn a great deal more about effective 
treatment.’ 
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Early Tests Are Encouraging 

It appears that both of those hopes 
may be realized someday, judging by 
the work of Paul Fisher, Ph.D., Cher- 
now Research Scholar and Research 
Scientist in Pathology and Urology at 
P&S. Dr. Fisher, a molecular biolo- 
gist, is studying the use of interferon 
in several varieties of cancer. Using 
tissue samples from patients entered in 
the clinical study, he has tested beta 
and gamma interferon, and combina- 
tions of the two drugs in slowing cell 
proliferation. 

So far, his studies on beta inter- 
feron alone show that the drug signifi- 
cantly inhibits the growth of tumor 
cells in some samples: studies from his 
laboratory demonstrate that nine out 
of 26 samples treated with beta inter- 
feron showed significantly inhibited 
growth. The combination of beta 
interferon with other drugs may be 
even more promising in treating brain 
cancers. 

As a member of a group of proteins 
that regulates immune response, 
interferon was first used to treat viral 
disease. Now, as science has spurred 
mass production of the drug through 
genetic engineering, more pure forms 
are available, and researchers believe 
that they may suppress many types of 
tumors as well. 

While interferon’s action remains 
to be completely understood, investi- 
gators believe that beta interferon may 
bolster tumor cells’ ability to produce 
tumor-associated antigens, therefore 
drawing more of an immune response 
toward the tumor. Investigators also 
theorize that interferon stimulates the 
immune system’s “killer” T-cells. 
Whatever else the drug may do to 
benefit the patient with glioblastoma 
or other brain tumors, it will be noth- 
ing short of a blessing. 

“We've come a long way over the 
years in administering useful clinical 
trials)’ says Dr. Housepian. “And 
we've found that a multidisciplinary 
approach provides the better outlook 
for patients with brain tumors.” 

It is widely known that tumor cells 
behave very differently than normal 
cells, partly because of oncogenes. 
Genes are the material within each 
cell that contain the blueprint, or 
instructions, for cell growth and 
differentiation. 

“Put simply, an oncogene is a gene 
that has been released from normal 
cellular controls,’ says Jeffrey Bruce, 
M.D., Resident in Neurological Sur- 
gery. Dr. Bruce is analyzing the 
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Neurosurgeons Michael Sisti (seated) and Edgar 
Housepian use computers to help them locate brain 
tumors. 


molecular biology of brain tumors in 
an effort to predict the patient’s prog- 
nosis and the best treatment method. 

“We are trying to find patterns to 
oncogenes. How do different types of 
oncogenes influence the behavior of 
the tumor? By characterizing the 
oncogenes in a specific tumor, can we 
predict what is the best treatment 
modality? Can therapy aimed at 
oncogenes and their products be used 
to treat tumors? These are the kinds 
of questions we are asking. 

Dr. Bruce collaborates with Dr. 
Fisher and Greg Duigou, Ph.D., in 
the Pathology Department at PH. 
They are analyzing frozen tumor cells 
stored in the Medical Center’s tumor 
bank, established recently by Dr. 
Housepian and Dr. Bruce. Although 
still experimental, their work holds 
the promise of improved diagnosis, 
prognosis, and treatment strategies in 
the future. 


From the Surgical Front 


Complementing the work with new 
chemotherapies is progress with sur- 
gical techniques, most notably, com- 
puter-guided stereotactic biopsy, 
which can reach the most dangerously 
located and deep-seated brain tumors. 
Stereotactic surgery refers to the 
surgical equipment that holds the 
patient’s head during surgery and 
helps surgeons locate the site of the 
tumor. “It’s an old way to do surgery, 
dating back to the 40s,” says Dr. 
Michael Sisti, Assistant Attending 
Neurological Surgeon and Assistant 
Professor of Clinical Neurological 
Surgery. “Its use was limited then, 
because it was used with conventional 
X-rays. What makes this new work 
exciting is the advent of the comput- 






erized tomography scan and on-line 
computer. Using the CT scan with 
the stereotactic device allows us to 
pinpoint precisely where the tumor is 
located.” 































































Easing the Ordeal of Biopsy 


For patients, this is good news where 
only a few years ago there was little or 
none. “First, it makes biopsy much 
safer)’ says Dr. Sisti, “especially in 
what I call ‘eloquent’ parts of the 
brain, where the nervous tissue that 
controls movement or speech is 
located. We really were using less 
accurate techniques to locate tumors 
before, and there was a chance of 
doing severe damage to these areas, 
damage that would leave real neuro- 
logical deficiencies. Now we know 
that we will reach only the area of the 
tumor and nothing else. 

“Tt also makes for a much easier 
procedure for patients,’ he continues. 
“One patient was referred here com- 
plaining of severe headaches and sei- 
zures. We suspected a malignant 
tumor, but wanted to know for sure. 
The CT scan showed an especially 
deep-seated tumor, which probably 
would have been considered unreach- 
able before. 

“We biopsied the tumor with the 
patient under local anesthesia in a 
one-hour procedure. As a matter of 
fact, the patient joked with us during 
the procedure, and we were able to 
perform neurological tests right there, 
to be sure we were not damaging any 
motor areas.’ The patient went home 
after only two days in the Hospital. 


The Next Step: Treatment 


Two new techniques, called brachy- 
therapy and stereotactic radiosurgery, 
are being developed to treat tumors 
and other deeply placed lesions within 
the brain. Brachytherapy refers to the 
direct implantation of radioactive 
sources with brain tumors using ster- 
eotactic guidance. Radiosurgery refers 
to the use of the linear accelerator in 
conjunction with the stereotactic 
frame to destroy small lesions within 
the brain. 

“With the linear accelerator and 
stereotactic localization, it may be 
possible to destroy small lesions 
within the brain without making an 
incision,’ Dr. Sisti says. 

“Both stereotactic biopsy and 
brachytherapy have become possible 
because of the new technologies. We 
are making more progress every day in 
treating these difficult tumors.’= 


BARBARA LOUDIS 





First Unit Opens at 
Allen Pavilion 


On July 21, after eight years 
of planning and more than 
two years of construction, 
staff at The Presbyterian 
Hospital’s Allen Pavilion 
admitted the first patient, a 
resident from the local 
Washington Heights/In- 
wood neighborhood. The 
opening of our new com- 
munity hospital marked 
fulfillment of a promise 
that The Presbyterian Hos- 
pital had made to that 
community: to provide the 
finest possible health care 
to residents right in their 
own neighborhood. 






























This milestone has the 
staff at the 300-bed facility 
genuinely excited. There is 
great camaraderie among 
Allen’s first 250 employees 
who look forward to phas- 
ing in new services and 
care units over the next 
few months. When Allen 
is fully operational, it will 
employ more than 1,000 
people. 

“The opening of The 
Allen Pavilion is a major 
step in The Presbyterian 
Hospital’s modernization 
program,” says Thomas Q. 
Morris, M.D., President of 
PH. “I'd like to thank and 
congratulate all who 
helped create the commu- 
nity hospital and those 
who will continue to fulfill 
its mission as a special part 
of The Presbyterian 
Hospital.” 
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Hospital Trustees 
Elected 
The Board of Trustees has 


announced the election of 
Mark Andrews and Gordon 
B. Pattee to the Board. 

Mark Andrews is Presi- 
dent and Chairman of the 
Board of the American Ex- 
ploration Company, which 
explores for and acquires 
new sources of oil and nat- 
ural gas. He also is Direc- 
tor of the [VAX Corpora- 
tion, a member of the 
Rockefeller University 
Council, and active with 
many philanthropic orga- 
nizations in New York. 

Mr. Andrews holds B.A. 
and M.B.A. degrees from 
Harvard. 


r¢ 


Mark Andrews 


Gordon B. Pattee is 
President of MAP Capital 
Corporation, a wholly 
owned business involved 
primarily in merchant 
banking. Before forming 
MAP. Mr. Pattee was a 
Managing Director of Mer- 
rill Lynch Capital Markets. 
He is the Director of Initi- 
atives Strategiques et Fin- 
ancieres Entreprises, B.V., 
a Dutch holding company 
with investments in 
France. 

Mr. Pattee serves on the 
board of the New- York 
Historical Society and is 
active with numerous phi- 
lanthropic organizations in 
New York City. He is a 
graduate of Stanford Uni- 
versity and Harvard Busi- 
ness School. 

In addition, Louis R. 
Gary has been named an 
ex officio member of the 
Board, to strengthen Pres- 
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Gordon B. Pattee 


byterian’s ties with the 
American Hospital of Paris 
Foundation, of which he 

is president. Mr. Gary, 
Chairman of the Manhat- 
tan Institute for Cancer 
Research, was most re- 
cently Visiting Professor 
and Director of the Urban 
Research Center at Hunter 
College of the City Univer- 
sity of New York. He is an 
expert on medical affairs, 
and has served in both the 
Carter and Reagan admin- 
istrations as a specialist on 
financing and planning 
health services. He has 
also served in the New 
York City Mayor’s Office of 
Management and Budget 
as Director of the Health 
and Hospitals Task Force 
and later as First Deputy 
Director of e City’s Com- 
prehensive Health Plan- 
ning Agency. 

A graduate of Columbia 
College, Mr. Gary is 
Chairman of the Columbia 
University Seminars on 
Urban America and on 
Cancer. He is also a mem- 
ber of the New York Acad- 
emy of Medicine. 
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Congratulations to New 25-Year 
Club Members 


i 


Joseph Gentile, of the’ PH Maintenance Department, was congratu- 
lated by Dr. Morris and Henrik Bendixen, M.D., Vice President for 
Health Sciences at Columbia, on joining the 25-Year Club at the 
Medical Center. Mr. Gentile was one of 110 people to be inducted 
into the club in 1988. 


Heartbeat Cabaret Ill 
Benefits Babies Hospital 





Paul Sorvino, special guest host at the third Heartbeat Cabaret, and 
Melissa Bernstein, a benefit committee member, address guests at 
the gala affair, held last spring at The Ballroom, a New York night- 
club. Grammy nominee Richard Currier played piano and singer 
Rita McKenzie presented her song tribute to Ethel Merman. Chaired 
by Charity Poth, the benefit raised funds for treatment and research 
of children’s heart diseases at the Babies Hospital division of 
Presbyterian. 

Welton Gersony, M.D., Attending Pediatrician and Professor of 
Pediatrics, directs the Division of Pediatric Cardiology. 














DEPARTMENTS 












DENTISTRY 


Ira B. Lamster, D.D.S.., 
M.M.Sc., has been named 
Director of the Division of 
Periodontics and Associate 
Professor of Dentistry at 
the Columbia University 
School of Dental and Oral 
Surgery. Dr. Lamster comes 
to CPMC from Fairleigh 
Dickinson College of Den- 
tal Medicine, where he was 
Associate Professor of Per- 
iodontics and Director of 
the Oral Health Research 
Center. He is a graduate of 
the State University of 
New York at Stony Brook 
and holds a Certificate of 
Periodontics from Harvard 
School of Dental 


Medicine. 
























Members 


Susan Bowar-Ferres, Director of 
Neuro Nursing, congratulates 
Mary Thomas on receiving an 
award for outstanding service at 
Neurological Institute. 


PEDIATRICS 


Myron Winick, M.D., 
Attending Pediatrician and 
Williams Professor of Pedi- 
atrics, is chairman of the 
national Task Force on Nu- 
trition Support in AIDS. 
The Task Force was formed 
to create nutrition support 
guidelines for physicians, 
dietitians, and other health 
care practitioners involved 
in the care of persons with 
AIDS. The need for early 
attention to nutrition, in- 
cluding thorough nutrition 
assessment will be ad- 
dressed by the Task Force 
which is composed of spe- 
cialists who have experi- 
ence in treating AIDS 
patients. 































Neuro Honors Staff 


PSYCHIATRY 
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“He, 


Herbert Pardes, M.D.., 
Director and Chairman 
of Psychiatry, has been 
named president-elect of 
the American Psychiatric 
Association. He will as- 
sume the presidency in 
1989. Dr. Pardes is former 
Director of the National 
Institute of Mental Health. 
He was one of the early 
leaders in the movement to 
forge a collaboration be- 
tween citizens and profes- 
sionals concerned with the 
welfare of the mentally ill, 
and contributed to the for- 
mation and evolution of 
the National Alliance for 
the Mentally Ill (NAMI), 
a citizen advocacy group. 
Carol A. Bernstein, 
M.D., Assistant Attending 
Psychiatrist and Assistant 
Clinical Professor of Psy- 
chiatry, was chosen by 
members of the P&S chap- 
ter of the American Medi- 
cal Women’s Association 
to receive the Virginia 
Kneeland Frantz Award. 
The award, named for the 
first woman intern in Sur- 
gery at CPMC, honors an 
















































Correction: 
Dr. Harold Speert is the au- 
tor of “The Sloane Hospi- 
tal Chronicle,’ and not Dr. 
W, Duane Todd, as we 
stated in the last issue of 
Stethoscope. The revised 
edition can be ordered for 
$25 through the CPMC 


bookstore. 
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outstanding woman doctor. 


Grants Fund New 
AIDS Study, Heart 
Health Program 


A five-year, $8.2 million 
contract from the National 
Institute of Allergy and In- 
fectious Diseases (NIAID) 
to PH will support work re- 
lated to the rapidly growing 
number of infants with 
AIDS. Questions such as 
how AIDS is transmitted 
from mother to child and 
whether changes in ob- 
stetrical or pediatric prac- 
tice can reduce the risk of 
transmission of HIV virus 
from infected mothers to 
newborns will be investi- 
gated through the study. 
Brigham and Women’s 
Hospital in Boston and 
University of Illinois Hos- 
pital and Clinics in Chi- 
cago are also participating. 
New York State has 
funded the Washington 
Heights/Inwood Healthy 
Heart Program, through a 
contract of $325,000 a 
year to the Hospital. The 
program’‘s goal is to lower 
heart disease among resi- 
dents of the community 
surrounding the Medical 
Center. 































Congratulations to Dr. Morris (right) and Presbyterian Hospital on re- 
ceiving the 1988 Good Citizens Award of the Council of Senior Cen- 
ters and Services of New York City, presented by Frank J. Tasco, 

Chairman of the Council's annual benefit. 


Vice President For 
Facilities Named 
















Louis Saksen has been 
named Vice President for 
Facilities at PH. Joseph P 
Corcoran, Executive Vice 
President for Administra- 
tive Affairs and Chief 
Operating Officer, said 
that among Mr. Saksen’s 
responsibilities will be 
coordinating the overall 
institutional effort to trans- 
fer Hospital operations to 
the Mainframe now near 
completion at the Medical 
Center campus, as well 

as managing the Physical 
Plant, Design and Con- 
struction, and Housing 
offices. Mr. Saksen is an 
architect and comes to 
Presbyterian from Colum- 
bia, where he was Deputy 
Vice President, Health 


Sciences Facilities. 




















































Dr. Morris Honored By Senior Citizens Council 
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Ballet star Sean Lavery was treated at 
, Presbyterian Hospital's Neurological 
. Institute, a world-renowned center for 
the treatment of néurological- disorders. 
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This special issue of Stethoscope celebrates iz 
the opening of The Milstein Hospital Building. 





Gift Opportunities 


Gift opportunities for The Presbyterian Hospital are as varied as the 
programs and services it provides. A major gift to the Hospital will help 
to ensure that its leadership position in patient care, research, and edu- 
cation continues into the 1990s and beyond. 

Opportunities are available to name a patient floor; or become a 
member of the Lenox Society through a gift of $1,000 or more to the 
Annual Fund. There also are planned giving opportunities that allow 
the donor (or beneficiary) to continue earning income, and obtain both 
immediate and long-term tax benefits. 

For more information, contact the Columbia-Presbyterian Medical 
Center Fund, Inc., 100 Haven Avenue, Suite 29D, New York, NY 
10032. (212) 781-2100. 
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s health care has changed, so have hospitals. Frequently, they have grown piecemeal—by 
renovating a floor, or constructing a new wing or a building. Rarely has a major academic medical center 
actually redefined itself by undergoing a comprehensive modernization that has taken into account both the 
decades of medical advances and the changes in patient and community needs. 

In modernizing, The Presbyterian Hospital has recognized vast differences in the types of illnesses that 
doctors and nurses treat today and the even greater differences in the way they treat them compared to 
the practice of medicine 60 years ago. At that time, The Presbyterian Hospital and Columbia University 
formulated the academic medical center concept and created the first modern medical center—Columbia- 
Presbyterian Medical Center. 

As we complete our $500-million modernization program, which includes the dynamic new Milstein Hospi- 
tal Building, a full-service community hospital known as The Allen Pavilion, and a variety of community 
health programs, we have made a major commitment not only to our patients from the surrounding communi- 
ties and those referred here from around the world, but also to the future growth and vitality of the City of 
New York, where we have committed ourselves to rebuilding and expanding. 

With the support of our benefactors—especially the Milstein Family Foundation and the Allens; our 
Trustees; the Commissioner of Health of the State of New York, Dr. David Axelrod; the Health Systems 
Agency; and all our local elected officials and community leaders—we have been able to create a new vision 
of an urban academic medical center. 

At its hub is a hospital that can treat complex referral cases and simultaneously provide the necessary 
back-up for the Hospital’s expanding community health network. 

Now, more than ever, our patients can benefit from the world’s most comprehensive array of clinical care, 


teaching, and research activities. Welcome to the future of health care. 


—Thomas Q. Morris, M.D. 
President, The Presbyterian Hospital 
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The cornerstone of The Presby- 
terian Hospital’s $500-million 
modernization program is the 
new ten-story Milstein Hospital 
Building. With the opening of 
this advanced, 745-bed facility, 
Presbyterian now is New York 
City’s largest hospital and 

the nation’s second largest, 
with more than 1,500 beds 

at two sites. 


Patient Care Innovations 
Some of the many innovations 
of the new Milstein Hospital 
Building include: 


e Expanded critical care and 
monitoring capability to support 
the city’s most comprehensive 
transplant program—including 
the state’s first heart transplant 
program and a new liver trans- 
plant program. 


e Computer capability at every 
nurse's station and every bedside 
for an advanced medical informa- 
tion system now under 
development. 


e Custom-designed, state-of-the- 
art Intensive Care Unit (ICU) 
patient-monitoring equipment 
that permits continuous data col- 
lection while medical procedures 
are being performed and while 
patients are being transported. 


e Satellite and closed-circuit edu- 
cational TV capability at every 
nurse’s station and educational 
programming at every bedside. 


e Escalators for rapid travel 
between floors—never before 
available in a hospital in the 
United States. 


e A selection of hot and cold 
meals finished in pantries on 
every floor using “cook-chill” 


technology; patients can now 
order from restaurant-style 
menus. 


e A highly efficient, modular 
design that groups four 36-bed 
units around a central service 
core to better support nurses. 
Nursing stations, in turn, are at 
the center of each unit to allow 
nurses more time with patients. 


e Advanced features for handi- 
capped patients, including cus- 
tom-designed modular showers 
with built-in seating and hand- 
held “shower massage” units. 


e Integrated columns built into 
OR ceilings and into panels on 
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ith the opening of 
The Milstein Hospital 
Building, Presbyterian now 
is New York City’s largest— 
and the nation’s second 
largest—hospital. 
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patient room walls that deliver 
medical gases, power and 
advanced monitoring or nurse- 
call circuitry without obstructing 
the work of health care 
professionals. 


e Bridges for direct connections 
to teaching, research, adminis- 
trative, and support services. 


Patients at the Center 

That Presbyterian was modern- 
ized specifically with patients in 
mind is immediately apparent 
upon entering the spacious two- 
story lobby. New patients are 
directed to a nearby central 
admitting area, where a stream- 
lined admissions process makes 
getting settled into the Hospital 
much simpler. 

Most routine pre-admission 
examinations and procedures, 
such as blood tests, X-rays, and 
EKGs, are now performed in 
one convenient location before 
patients check into their rooms. 

On each floor, patients will 
find bright and well-appointed 
rooms and comfortable lounges, 
all featuring commanding 


views of the Hudson River and 
Palisades or of the Hospital’s 
gardens. 

Since the new facilities incor- 
porate the most modern hospital- 
design concepts, life and work 
for physicians, nurses, and 
technical and support staff have 
changed dramatically—all to the 
benefit of patients. 

Patients who require surgery 
benefit from the Hospital’s mod- 
ernized facilities, which bring 
operating, radiology, and recov- 
ery areas into the same location. 

Our youngest patients now are 
served by specially designed 
surgical suites in the new four- 
story addition to Babies Hospital, 
our children’s hospital. Here a 
new step-down recovery area 
allows parents to join their 
children immediately following 
surgery. 

“With these new facilities, The 
Presbyterian Hospital has been 
completely transformed to meet 
the demanding specifications of 
medicine as it is practiced today,” 
says Thomas Q. Morris, M.D., 
President of The Presbyterian 
Hospital. 








The Milsteins | 
Continuing a long tradition of 
philanthropy that began with the 


founding of The Presbyterian 


Hospital in 1868 by James Lenox, 
~ the Milstein Family Foundation 
has donated $25 million toward 
the construction of a new 745- 
bed hospital building, the corner- 
stone of The Presbyterian Hospi- 
tal’s comprehensive $500-million 
modernization program, It 1S 

the single largest donation in 
Columbia-Presbyterian Medical 
Center’s history. _ 

In honor of the donors, broth- 
ers Seymour and Paul Milstein 
~ and their sister, Gloria Milstein 
_ Flanzer, Presbyterian has named 
the new ten-story, 745-bed 
patient care facility The Milstein 
Hospital Building. 

“We made the gift because — 
four generations of our family 
have received devoted and out- 
standing medical care at Presby- 


terian,” says Seymour Milstein. 
In fact, all eight children of 
the three donors were born 
at the Hospital, 

Over the years, the Milsteins 
have created a successful part- 
nership in a variety of business 
ventures. Their associated com- 
panies have been engaged in real 
estate development, the manu- 
facture of building materials, 
the food products business, _ 
and banking. 

In announcing the gift, How- 
ard L. Clark, Chairman of the 
Board of Trustees of The Pres- 
byterian Hospital, said: “The 
Milstein Family Foundation’s 
generosity will benefit countless 
patients the world over who 
need the advanced care facilities 
this great new hospital offers. 
This gift enables Presbyterian to 
continue its leadership role in 
international medicine.” 


The Allens 


_ Another major component of the 


modernization program was 
made possible by a $15 million 
gift in 1986 from another pair of 
brothers, Herbert Allen and 
Charles Allen, Jr. With this gift, 
the Allens, long-time benefactors 
of Presbyterian and of the poor 
of New York City, have ensured 
that the medically underserved 


neighborhoods of upper Manhat- 
_tan will receive comprehensive 


and outstanding medical care. 
Their donation specifically 
enabled Presbyterian to build a 


Other Major Gifts 

Another major gift, $11 million 
from Florence and Herbert 
Irving, spurred the expansion 
and support of clinical investiga- 
tion in the Medical Center’s Clin- 
ical Research Center, now called 
the Irving Center for Clinical 
Research. 

Other recent major gifts have 
come from the Sherman Fairchild 
Foundation and the Kresge Foun- 
dation. The Sherman Fairchild 
Foundation has committed $6.1 
million to construct and equip 
the Information Communications 
Center in The Milstein Hospital 


300-bed community hospital, 
The Allen Pavilion, which was 
named for the brothers’ parents, 
Charles and Frances. The Allen 
Pavilion is the centerpiece of 

an overall community health pro- 
gram for an area that has lost 
five community hospitals and 
many of its private physicians 
over the last two decades, 

The Allen brothers have been 
key figures in business and 
philanthropy since: 1928, when 
they began their partnership as 
investment bankers. 





Building. The Kresge Foundation 
has made a $1 million challenge 
grant to the Hospital's overall 
modernization program. 

Back in 1868, James Lenox, 
Presbyterian’s founder, dedicated 
the Hospital to the care of “the 
poor of New York, without 
regard to race, creed, or color.’ 

“Thanks to the continued gen- 
erosity of concerned people from 
New York and throughout the 
world, the Hospital has been able 
to sustain its mission for well 
over a century,” says Thomas Q. 
Morris, M.D., President of The 
Presbyterian Hospital. 
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ur Staff: The Reason 
We Are a Comprehensive Medical Center 


Few, if any, health care institu- 
tions in the world match the 
comprehensiveness of Columbia- 
Presbyterian Medical Center—a 
union of The Presbyterian Hospi- 
tal with its specialty hospitals, 
and Columbia University Health 
Sciences and its institutes, 
schools, and research centers— 
staffed by many of the nation’s 
leading physicians, nurses, 
scientists, and allied health 
professionals in virtually every 
specialty and subspecialty. 

The diversity of our staff and 
close working relationships 
across departmental lines trans- 
late into excellent care for our 
patients—especially those with 
illnesses that are difficult to diag- 
nose or treat. 

According to Thomas Q. 
Morris, M.D., President of The 
Presbyterian Hospital, “What 
distinguishes this Medical Center 
from so many others is that our 


physicians are world-class in 
virtually every specialty and 
subspecialty.” 

Henrik Bendixen, M.D., Vice 
President for Health Sciences 
and Dean of the Faculty of Medi- 
cine of Columbia University, con- 
curs: “Some centers shine in 
only some areas. Our physicians 
and the health care programs 
they run are strong across the 
board.” 


Setting the Standard: 
Internal Medicine 

The comprehensiveness of 
Columbia-Presbyterian Medical 
Center’s programs is evident in 
Medicine. In addition to 12 major 
divisions, ranging from Cardiol- 
ogy to Gastroenterology and 
Immunology, there are numerous 
specialized centers, including 
the Arthritis (Rheumatology) 
Diagnostic and Treatment Cen- 
ter and the Specialized Center of 


Research in atherosclerosis, one 
of seven such centers supported 
by the National Heart, Lung and 
Blood Institute. 

However, lists of divisions and 
centers do not begin to illustrate 
the expertise of the medical 
staff. For example, athero- 
sclerosis specialists helped set 
the standard for blood lipid levels 
and helped lead the National 
Cholesterol Education Campaign. 

Our cardiologists were major 
participants in the Cardiac 
Arrhythmias Pilot Study, the 
first standardized effort to deter- 
mine the best drug therapy for 
irregular heartbeats following 
heart attack. 

Most of the antibiotic and anti- 
viral agents available today were 
evaluated by our infectious dis- 
ease specialists, who regularly 
are asked to diagnose and treat 
patients with infections resistant 
to conventional antibiotics. 





Interdisciplinary Approach: 
The Key To Successful 
Health Care 

Importantly, subspecialization is 
only one ingredient in Columbia- 
Presbyterian Medical Center’s 
recipe for success. Our clinicians 
recognize that cooperation 
among disciplines is vital, for dis- 
eases are rarely confined to 
neatly defined categories. It is 
routine for pediatricians to work 
with oncologists, neurologists 
with ophthalmologists, anesthe- 
siologists, and nutritionists. 
Moreover, many of these same 
physicians are conducting clinical 
trials of the latest treatments, or 
working to develop new ones. 


Organ Transplantation 
at Presbyterian 
Presbyterian’s organ transplanta- 
tion service, the largest and 
most comprehensive program in 
the city, is a prime example. 
Astonishingly, the transplanta- 
tion of hearts, lungs, and kidneys 
has become routine here, thanks 
to the combined efforts of sur- 
geons, internists, anesthesiolo- 
gists, pediatricians, pathologists, 
rehabilitation medicine special- 
ists, and, of course, nurses. 
Presbyterian’s heart transplanta- 
tion program, the first in the 
State and fourth largest in the 
country, established the first 
successful pediatric heart trans- 
plant program in the nation. 
Other organs and tissues— 
including corneas, bones, and 
skin—also are routinely trans- 
planted at the Hospital, improv- 
ing the quality of life for many 
patients. Liver transplantation 
recently was approved as well. 


Critical Care: Milstein 
Makes It All Possible 

Next to our new operating facili- 
ties in the new Milstein Hospital 


Building are the most advanced 
critical care units ever designed. 
With this new facility, Pres- 
byterian has quadrupled the 
number of its critical care beds, 
strengthening its role as a 
tertiary care hospital. 


Same-Day Surgery 

Not all patients, of course, 
require such complex care, or 
even need to be hospitalized. 
Presbyterian offers a variety of 
surgical procedures in its Ambu- 
latory Surgery Units for adults 
and children, and for eye surgery 
in the city’s first and only eye 
institute. With the use of new 
short-acting anesthetics and the 
expertise of our anesthesiolo- 
gists, patients now recover more 
quickly and experience fewer 
anesthesia-related side effects. 
Thus many are able to go home 
the day of their surgery. 

This same anesthesiological 
expertise provides invaluable 
benefits in newborn and critical 
care, where patients’ compro- 
mised or delicate cardiopulmon- 
ary systems require particularly 
careful handling during surgery. 

Patients benefit from the fact 
that anesthesiology staff in oph- 
thalmology, transplantation, 
same-day surgery, obstetrics, 
and many other specialty areas 
work exclusively in those fields. 


The Nation’s First Hospital 
for Infants and Children 

The expert touch of caring 
nurses and doctors is one ele- 
ment that distinguishes our staff 
at Babies Hospital, which just 
celebrated its 100th anniversary. 
Indeed, a National Institutes of 
Health (NIH)-sponsored study 
published in Pediatrics recently 
cited the Presbyterian’s Babies 
Hospital Division as a center for 


excellence, crediting in particu- 
lar the gentle, human element of 
its care of critically ill newborns 
with breathing difficulties. 

Our world-renowned neonatal 
intensive care unit is the center- 
piece of our tri-state Regional 
Perinatal Network, which brings 
high-risk newborns to Presbyte- 
rian from hospitals throughout 
the New York-New Jersey- 
Connecticut area. 

Other components of Babies 
Hospital include the Cooley’s 
Anemia Center; the Sickle Cell 
Center; the Therapeutic Nur- 
sery for preventing child abuse; 
and the Exercise Physiology 
Laboratory, one of a handful of 
labs in the Northeast that can 
noninvasively measure the heart 
and lung capacities of small 
children. 


Patients Rejoin Children in 
Recovery Following Surgery 
With our new pediatric operating 
facilities, parents can now 
accompany their children to the 
operating room and then rejoin 
them as they awaken in the step- 
down recovery area. The new 
surgical areas are part of a four- 
story addition to Babies Hospital 
that also contains a new radiol- 
ogy facility specifically for young 
patients. 

New radiology suites also were 
created for adults in The Milstein 
Hospital Building, featuring all 
the latest diagnostic techniques, 
many of which were developed 
or evaluated by members of our 
Radiology Service. Techniques 
such as CT scanning, magnetic 
resonance imaging (MRI), single 
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photo emission computed tomog- 
raphy (SPECT), and xenon blood 
flow imaging are used to evalu- 
ate neurological, gastrointestinal, 
cardiovascular, gynecologic, and 
musculoskeletal disorders. 

Specialists in nuclear medicine 
have been instrumental in 
advancing the use of radio- 
isotope-labeled antibodies for 
tumor treatment and diagnosis 
and the use of dual-photon bone 
density scanning for evaluating 
osteoporosis. 

In addition, our radiologists 
employ interventional tech- 
niques, for example, using cathe- 
ters to stop bleeding in the 
lungs, abdomen, and brain; to 
diagnose and treat tumors; and 
to obliterate abnormal blood ves- 
Sels in the intestine and central 
nervous system—all without 
major surgery. 


Waging War on Cancer With 
a Gentle Touch 
Radiotherapy and radiation oncol- 
ogy are only part of the Hospi- 
tal’s interdisciplinary approach to 
cancer, which is coordinated by 
the Comprehensive Cancer Cen- 
ter, one of 18 such centers estab- 
lished nationwide by the National 
Cancer Institute. 

The goal of our oncologists is 
to preserve as much normal tis- 
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sue as possible in treating can- 
cers. However, when extensive 
surgery is required, our expert 
reconstructive surgeons can 
rebuild many body parts using 
natural tissues. 

Plastic surgeons can recon- 
struct breasts immediately after 
tumor removal using muscle, fat, 
and other tissue from the abdo- 
men or back; urologists can 
reconstruct bladders out of intes- 
tinal loops; and orthopedists can 
rebuild limbs through bone 
transplants. 

Since many cancer patients do 
not require hospitalization, they 
can receive same-day treatment 
in the Ambulatory Cancer Cen- 
ter for adults or the Children’s 
Ambulatory Cancer Center. 


Neurological Institute: The 
First of Its Kind 
At the other end of the spectrum 
of care is our Neurological 
Institute, which is known 
throughout the world for its 
expertise in several areas, 
including brain tumors. Our 
pediatric brain tumor program is 
the largest in the country. 
Presbyterian’s neurosurgeons 
also are known for their innova- 
tive treatments of problems 
ranging from carotid artery dis- 
ease to aneurysms and arterio- 
venous malformations (abnormal 
clusters of blood vessels). 
Neurological Institute also is a 
leader in the field of movement 
disorders. It is home to the Par- 
kinson’s Disease Foundation as 
well as the Multiple Sclerosis 
Center, the Dystonia Clinical 
Research Center, the Clinical 
Research Center for Muscular 
Dystrophy and Related Diseases, 
and the new Eleanor and Lou 
Gehrig Muscular Dystrophy 
Association ALS Center. 
Physicians from around the 
world refer patients—and even 
send videotapes of patients with 
movement disorders—for expert 
diagnosis. 
The Stroke Center maintains 
the largest stroke caseload in the 
country and conducts major clini- 


cal studies concerning aneu- 
rysms, carotid endarterectomy, 
and other disorders. 

A major Alzheimer’s disease 
study has just begun. 

The Rehabilitation Medicine 
Service also works closely with 
Neurology in treating neuromus- 
cular and musculoskeletal disor- 
ders of all types. Our specialists 
have particular expertise with 
spinal cord injury, stroke, pros- 
thetic and orthotic devices, 
temperature regulation (e.g., 
menopausal “‘hot flashes”), and 
post-mastectomy rehabilitation, 
to name just a few areas. 

Known for its leadership in 
electrodiagnosis, Rehabilitation 
Medicine employs intraoperative 
evoked potential monitoring to 
ensure that surgeons do not 
compress or damage nerves in a 
variety of surgical procedures. 


Harkness Eye Institute: 
Pioneer in Laser Surgery 
Another institute at Presbyterian 
known for its years of innovative 
service is the Edward S. Hark- 
ness Eye Institute—our Oph- 
thalmology Service—the only 
academically based eye institute 
in New York City. Unlike other 
facilities that offer eye care, 
Presbyterian has nurses, radiolo- 
gists, operating room, and other 
health professionals who special- 
ize only in ophthalmology. 

The history of lasers in medi- 
cine would be incomplete without 
an accounting of the Institute's 
contributions, beginning with the 
first medical use of the laser for 
the repair of a torn retina. Today, 
Presbyterian’s ophthalmologists 
are working to perfect laser sur- 
gery for correcting the cornea’s 
refractive index, which would 
enable many nearsighted people 
to do without glasses or contact 
lenses. 

Some of the many subspecial- 
ties practiced at the Eye Insti- 
tute include corneal disorders 
and transplantation, eye muscle 
abnormalities, glaucoma, neuro- 
ophthalomalogy, ultrasonogra- 
phy, and visually evoked central 
nervous system electrical 
responses. 


Components of 
Columbia-Presbyterian 
Medical Center 


The Presbyterian Hospital in 
the City of New York— 
Ranked one of the nation’s 
leading hospitals by 

Good Housekeeping, Woman's 
Day, Ladies Home Journal, Fam- 
ily Circle, Money, and Town & 
Country. Includes the following 
components: 


Milstein Hospital Building—The 
centerpiece of Presbyterian’s 
overall modernization program. 
Includes the area’s most compre- — 
hensive transplant services and 
New York State's first heart - 
transplant program, now one of 
the largest and most successful 
in the nation. a 


The Allen Pavilion— The city’s 
first newly constructed commu- 
nity hospital in decades. 











Babies Hospital—New York’s 
first and only hospital for infants 
and children, founded in 1887. 


Edward S. Harkness Eye Insti- 
tute —New York’s only hospital 
strictly for ophthalmology. 


Neurological Institute of New 
York—The first non-governmen- 
tal institute of its kind. 


Founded in 1866 by Theodore ~ 
Roosevelt, Sr. 


Sloane Hospital for Women— 
Now beginning its second 
century. 





Squier Urological Clinic—The 
Hospital’s urology service. : 


Vanderbilt Clinic—Over 100 
clinics, group practices, and the 3 
emergency service. 


Edna McConnell Clark School of 
Nursing—A two-year school for |} 
licensed practical nurses working 

to become registered nurses. _ 










Services of 
The Presbyterian Hospital 
Anesthesiology 
Dental and Oral Surgery 
Dermatology 
Medicine 
Arthritis 
Cardiology 
Endocrinology 
Gastroenterology 
General Internal Medicine 
Hematology 
Immunology 
Infectious Diseases 
Metabolism 
Oncology 
Pulmonary 
Renal 
Obstetrics & Gynecology 
Ophthalmology 
Orthopedic Surgery 
Otolaryngology 
Neurological Surgery 
Neurology 
Pathology 
Pediatrics 
Allergy 
Cardiology 
Endocrinology 
Gastroenterology 
General Pediatrics 
Genetics 
Hematology/Oncology 


Medical Center 

168th and Broadway 
includes The Presbyterian 
Hospital and Columbia 
University Health Sciences 


Infectious Diseases 
Nephrology 
Nutrition 
Pathology 
Perinatology 
Pulmonary 
Rheumatology 

Psychiatry 

Radiation Oncology 

Radiology 

Rehabilitation Medicine 

Surgery 

Urology 


Columbia University Health 
Sciences Division 

Features the nation’s first medi- 
cal school—the College of Physi- 
clans & Surgeons (originally part 
of King’s College)—founded in 
1767 by King George III. King’s 
College awarded the nation’s first 
medical degree in 1770. It is con- 
sistently one of the nation’s lead- 
ing recipients of research 
funding. The Health Sciences 
Division also includes the 
following: 

School of Dental & Oral Surgery 
School of Nursing 


School of Public Health 

Center for Arteriosclerosis 
Research 

Center for Geriatrics & 
Gerontology 

Center for Medical Informatics 

Center for Neurobiology & 
Behavior 

Center for the Study of Society 
& Medicine 

Comprehensive Cancer Center 

Gertrude H. Sergievsky Center 

Hughes Medical Institute Pro- 
gram in Molecular 
Neurobiology 

Hughes Medical Institute Pro- 
gram in Structural Biology 

International Institute for the 
Study of Human Reproduction 
(includes Center for Population 
and Family Health and Center 
for Reproductive Sciences) 

Institute for Cancer Research 

Institute for Comparative 
Medicine 

Institute of Human Nutrition 

Center for Psychoanalytic Train- 
ing & Research 

Augustus C. Long Health Sci- 
ences Library 
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BRIOGE 
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Programs Related to 
Presbyterian Hospital and 
Columbia-Presbyterian 
Medical Center 
New York State Psychiatric 
Institute 
Irving Center for Clinical 
Research 
Columbia-Presbyterian/Eastside 
Washington Heights/Inwood 
Ambulatory Care Network 
Corporation 
Columbia-Presbyterian Fort 
Washington Houses 
Columbia-Presbyterian Nagle 
Avenue 
Columbia-Presbyterian 
Broadway 
Columbia-Presbyterian Physi- 
cians in Riverdale 
Riverdale Medical Pavilion 
The Century Building 
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Another feature of the Eye 
Institute worth noting is the 
Fight for Sight Children’s Eye 
Clinic Diagnostic Center, which 
is devoted entirely to pediatric 
eye problems. 


Dermatology: International 
Referral Center for Skin 
Disease 

Lasers also are used by our 
dermatologists for treatment of 
skin cancer (a major focus of the 
service), hemangiomas, genital 
warts, and other disorders. 

But the Dermatology Service 
also is an international referral 
center for patients with environ- 
mentally related skin disease, 
including occupational and photo- 
sensitivity disorders. Corpora- 
tions regularly ask the service to 
evaluate the photosensitivity 
effects of new products. 

Another important component 
of the service is the Psoriasis 
Day Care Center, which uses 
various ultraviolet light treat- 
ments, substantially reducing 
the long hospital stays needed 
for patients with crippling forms 
of psoriasis. 


Otolaryngology: Treating 
Delicate Senses 

Lasers also have been adapted 
by the Otolaryngology Service 
for the treatment of vascular 
lesions of the head and neck. In 
addition, our otolaryngologists 
have expertise in hearing, 
speech, and language evaluation 
and in the treatment of airway, 
swallowing, hearing, and voice 
disorders. 

Ear, nose, and throat 
researchers here are testing par- 
tially implantable hearing aids, 
surgical therapy for intractable 
dizziness, therapy for spastic 
dysphonia and other motion dis- 
orders of the larynx, and recon- 
structive techniques for head and 
neck defects. 


Innovations in Joint 
Replacement 

Reconstructive techniques are a 
prime tool of physicians in the 
New York Orthopaedic Hospi- 
tal—Presbyterian’s Orthopedic 


Surgery Service—which dates to 
1866. To repair skeletal defects 
caused by disease or injury, 
orthopedists use fibular (leg 
bone) transplants and joint 
replacement procedures, many 
of which were developed here. 

Presbyterian’s orthopedists 
also are known for their ex- 
pertise in leg-lengthening 
procedures, scoliosis surgery, 
microsurgery, and bone healing 
electrostimulation. 

The service also specializes in 
sports medicine and trauma, and 
runs a walk-in sports injury pro- 
gram for “weekend” athletes. 


Sloane Hospital: New York’s 
First Hospital for Women 
General as well as specialized 
care is offered at Sloane Hospital 
for Women—Presbyterian’s 
Obstetrics and Gynecology Ser- 
vice—another of Presbyterian’s 
components that celebrated its 
centenary in 1988. Clinical pro- 
grams span not only routine 
deliveries, but also the treatment 
of women with high-risk preg- 
nancies, urinary incontinence, 
and specialized vaginal surgery. 

In addition, a new midlife 
women’s center deals with 
osteoporosis, difficult meno- 
pause, and related problems. 

Through our In Vitro Fertiliza- 
tion and GIFT (Gamete Intra- 
Fallopian Tube) programs, many 
couples with fertility problems 
have successfully started 
families. 

Sloane also is home to the 
nation’s leading experts in 
transvaginal ultrasound, which 
provides the most detailed 
diagnostic images of women’s 
reproductive organs. 

Finally, in our Genetics Coun- 
seling Center, we offer a variety 
of services for high-risk pregnan- 
cies, amniocentesis and chorionic 
villus sampling. 


Psychiatric Institute: World 
Leader in Research and 
Clinical Care 

Psychiatry, which includes the 
New York State Psychiatric 


Institute and active clinical and 
research programs at both Pres- 
byterian and Columbia, also fea- 
tures an astonishing array of 
programs and centers, including 
the Center for Neurobiology and 
Behavior, the Columbia Psy- 
choanalytic Center, and the 
Sleep Disorders Center. 

Psychiatry offers programs in 
adolescent psychiatry, behavioral 
medicine, eating disorders, 
cocaine abuse, memory disor- 
ders, anxiety, emergency/crisis 
intervention service, geriatric 
psychiatry, children’s attention 
deficit disorders, and many other 
areas. 


Breadth and Depth 
Columbia-Presbyterian Medical 
Center is able to claim a world- 
class transplantation program, 
neurological and eye institutes, 
cancer center, and women’s, 
orthopedic, and children’s hospi- 
tals at a single campus. Patients 
benefit from our ability to bring 
to bear expertise in every field. 
Since the Medical Center was 
founded, it has been our staff 
that has made this possible. 
Now, with the addition of The 
Milstein Hospital Building, we 
have a world-class facility to 
keep pace with the advances 
pioneered by our staff. 


The Milstein Hospital 
Building Receives Award 


The new Milstein Hospital 
Building and its architects 
—Skidmore, Owings & 
Merrill—were awarded the 
first annual “Excellence in 
Masonry Award,” of the 
Masonry Institute of New 
York and Long Island. 
According to Institute 
chairman Anthony J. 
Zotollo, the new structure 
is a “successful example of 
how a new building 
sensitively relates to the 
existing campus, yet goes 
beyond to point in a new 
design direction.” 








McKeen Pavilion 


of The Milstein Hospital Building 


All patients at the new Milstein 
Hospital Building will receive the 
outstanding care that has built 
The Presbyterian Hospital’s 
worldwide reputation for 
excellence. 

Presbyterian also has earned a 
reputation for meeting the per- 
sonal and business needs of dig- 
nitaries, executives, and 
celebrities from around the world 
in its Harkness Pavilion. 

Under The Presbyterian Hos- 
pital’s modernization program, 
the Harkness tradition has been 
continued and enhanced in the 
new McKeen Pavilion, which 
occupies the ninth floor of The 








Milstein Hospital Building. The 
McKeen Pavilion, made possible 
by a generous gift from Mrs. 
John McKeen, will have many 
additional amenities, including a 
full-service restaurant, room 
service, an attractive skylit 
atrium/lounge, and a concierge 
who can assist with daily 
errands. 

Patients who are well enough 
to conduct limited business while 
in the hospital can take advan- 
tage of attractive spaces for busi- 
ness meetings and various office 
equipment. Some of these ser- 
vices are available on other 
patient care units. 











The old dining hall in 
Harkness Pavilion. 
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A decade ago, The Presbyterian 
Hospital recognized that to 
remain a leader in clinical care 
and to meet the needs of the 
local community, nothing less 
than a redefinition of the medi- 
cal center concept, 
originated 
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ible with the practice of modern 
medicine.” 

The most cost-effective and 
appropriate solution to Presbyter- 
ian’s dilemma, a landmark study 
concluded, was a rebuilding pro- 
gram totalling more than $500 
million, the largest and most 
comprehensive hospital moderni- 
zation effort in the nation’s 
history. 

Before modernizing, Presby- 
terian had 60 different patient 
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Compelling Need to Modernize 


care units, some with as few as 
22 beds. These units, spread 
throughout several buildings, 
were inherently difficult to staff 
and supply. Moreover, many 
units were originally designed as 
wards, so some nursing stations 
were far away from patient 
rooms. | 

“These inefficiencies have 
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been eliminated in the new Mil- 
stein Hospital Building,” accord- 
ing to Joseph P. Corcoran, 
Executive Vice President for 
Administrative Affairs. There, 
the typical patient floor consists 
of four 36-bed units with cen- 
trally located nursing stations 
and a central service core for the 
entire floor. 

Three different operating 
suites for adults have been con- 
solidated into a single, two-floor 
facility. The new operating 
rooms, 22 in all, are grouped 
according to the type of surgery 
performed and the extent of 
recovery care needed, and now 
are adjacent to critical care units 
and diagnostic imaging suites. 

Radiologists now work out of 
only three suites—adult, pedia- 
tric, and ambulatory. Previously, 
ten radiology suites, with redun- 
dant, aging equipment, were in 
use throughout the Medical 
Center. 

To streamline emergency lab- 
oratory testing, a satellite labora- 
tory was constructed adjacent to 
the operating rooms and inten- 
sive care units. The original 
large-scale laboratories continue 
to perform the bulk of the tests. 

Further efficiency gains will 
arise from an off-site Resource 
Center, which provides food and 
supplies for all patient care units; 
central, computer-controlled 
heating and cooling systems; and 
enclosed walkways and con- 
courses that connect virtually all 
the Medical Center buildings. 

“Attempts were made in every 
area—from patient rooms to sur- 
gical suites—to anticipate future 
needs and preclude obsoles- 
cence,” says Richard Thomas, 
Director of the Office of Mod- 
ernization. It could be said, how- 
ever, that the future of health 
care is already in view—on a 
bluff overlooking the Hudson 
River, in The Milstein Hospital 
Building. 





When planning for the moderni- 
zation program began in 1977, 
The Presbyterian Hospital’s 
immediate neighborhood faced a 
health care crisis. The closing of 
five community hospitals over 

a period of 15 years and the 
subsequent loss of neighbor- 
hood physicians led the federal 
government to label Washington 
Heights/Inwood a “medically 
underserved area,” explains the 
Hon. Ted Weiss, one of the 
area’s Congressional representa- 
tives. He and the Hon. Charles 
Rangel helped Presbyterian 
assess community needs and 
coordinate health care planning 
with government officials. 

In order to address these 
needs, a new, advanced medical 
facility obviously would not be 
sufficient, since much of what 
was required involved routine 
health care, not the complex ser- 
vices The Presbyterian Hospital 
at Columbia-Presbyterian Medi- 
cal Center was organized to 
provide. 

Presbyterian’s response was 
to build a 300-bed community 
hospital—The Allen Pavilion— 
and to establish a variety of com- 
munity health services for “walk- 
in” patients. 

Thanks to the cooperation of 
Community Board #12, which 
was then led by Msgr. Thomas 
Leonard and now is chaired by 
Maria Luna, the resultant pro- 
gram assures that local residents 
have access to a variety of out- 
standing health services—right 
in their own neighborhood. 

Located at the northernmost 
tip of Manhattan, “The Allen 
Pavilion is the first community 
hospital built in Manhattan in this 
half of the century,” says the 
Hon. Brian Murtaugh, Assem- 
blyman of New York from the 
Inwood area. Mr. Murtaugh, 
along with his colleagues State 
Senator Franz Leichter and State 


Assemblyman Herman (Denny) 
Farrell, was instrumental in 
helping to bring the new hospital 
to fruition. 

The Allen Pavilion, which 
began to phase in its operations 
last summer, “includes four 
operating rooms, an imaging 
suite, birthing rooms, an emer- 
gency room, a combined medi- 
cal/surgical intensive care unit, 
coronary care units, and occupa- 
tional and physical therapy ser- 
vices,’ says Kevin Dahill, Vice 
President of The Allen Pavilion. 

All physicians at The Presby- 
terian Hospital at Columbia- 
Presbyterian and at The Allen 
Pavilion are on staff of the Hospi- 
tal and are members of the Fac- 
ulty of Medicine, College of 
Physicians & Surgeons, Colum- 
bia University Health Sciences. 

“Patients at The Allen Pavilion 
have complete access to the full 
range of advanced medical and 
diagnostic services at The Mil- 
stein Hospital Building,” adds 
Bonnie Perratto, Director of 
Nursing at The Allen Pavilion. 
“And they benefit from ongoing 
research and education programs 


at Columbia-Presbyterian Medi- 
cal Center.” 

To make up for the loss of 
local medical practices, the mod- 
ernization program called for the 
creation of the Washington 
Heights/Inwood Ambulatory 
Care Network Corporation 
(ACNC). “ACNC offers a per- 
sonal physician to anyone from 
the community who comes to our 
door,’ says Gerald E. Thomson, 
M.D., Executive Vice President 
for Professional Affairs, and 
President of the ACNC Board of 
Trustees. 

The opening of The Allen 
Pavilion has paved the way for 
new affiliations between Presby- 
terian and other qualified com- 
munity physicians. Like the 
ACNC physicians, they also have 
appointments with The Presby- 
terian Hospital and Columbia 
University Health Sciences. 

According to Thomas Gran- 
ger, Chairperson of Presby- 
terian’s Community Health 
Council, “With these new ties, 
neighborhood residents can 
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continue to see their own 
physicians.” 

In addition to the new commu- 
nity hospital, The Presbyterian 
Hospital has instituted bilingual 
health promotion programs in ten 
community senior centers, fea- 
turing such topics as nutrition 
and coping with forgetfulness. 
Counseling and routine health 
care services are offered for ado- 
lescents in two neighborhood 
junior high schools. Community- 
wide programs are underway to 
combat heart disease. And out- 
reach programs for the area’s 
mentally ill homeless population 
have been in operation at a local 
men’s shelter. 

Says New York City Council 
Member Stanley Michels (whose 
three children were born at 
Presbyterian), “This community 
has long witnessed the erosion of 
community health care services. 
Now Presbyterian Hospital has 
assumed much of the responsi- 
bility for providing these services 
for the people of Northern Man- 
hattan. And it’s health care by 
one of the most prestigious hos- 
pitals in the world.” 
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The modernization plans of The 
Presbyterian Hospital, the larg- 
est employer in Manhattan north 
of 59th Street, promise to fur- 
ther the current resurgence of 
the Washington Heights/Inwood 
community and add to New York 
City’s overall economic health. 

Despite the arguments for 
relocating outside the city and 
the lack of special financial 
incentives to stay here, Presby- 
terian’s Trustees concluded that 
the Hospital belonged in north- 
ern Manhattan. And they made a 
commitment to rebuild and 
expand at its present site. 

From the very beginning of 
this ten-year process, Hospital 
administrators dedicated them- 
selves to supporting the area’s 
resurgence through the hiring of 
community workers and minority 
contractors. 

“We don’t believe that any 
other project of this size ever 
achieved so much, so fast, in 
affirmative action,’ says Frank 
C. Montero, Vice President of 
Tishman Construction Corpora- 
tion of New York, project man- 
agement consultant for the 
modernization program. 

Working with an Affirmative 
Action Committee headed by 
State Senator Franz Leichter and 
his staff, the Hospital enacted a 
system to notify local firms as 
contracts were issued for bid- 
ding. The same system also 
helped pinpoint qualified area 
residents for specific positions as 
they became available. As a 
result, the construction project 
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opened the way for many skilled 
black, Hispanic, and female 
laborers to gain union member- 
ship as workers at The Allen 
Pavilion and The Milstein Hospi- 
tal Building. 

To encourage minority-owned 
firms to compete for contracts, 
the Hospital broke down large 
contracts into smaller packages. 
To boost the competitiveness of 
smaller firms, a $600,000 fund 
for interest-free loans also was 
provided toward start-up costs 
such as the purchase of raw 
materials. 

“All firms contracted by us to 
do business had to abide by our 
affirmative action programs,” 
says Helen Morik, Director of 
Government and Community 
Affairs. “They also had to make 
a good-faith effort to employ 
local individuals where feasible.” 





Benefits 
to 
New York City 


Using Skills Close to Home 
Twenty-six apprentices from the 
community were employed as 
electricians, carpenters, 
plumbers, painters, and floor 
installers at The Milstein Hospi- 
tal Building. “Now I have my 
union card and I’m in school, 
completing a four-year training 
program,” says Jose Matta, one 
of the apprentices. “I'll be able to 
go on to other union construction 
jobs.” 

In addition, two of the three 
administrative assistants working 
for the largest contractors were 
from Washington Heights/ 
Inwood. 

In total, the modernization 
program created about 1,000 
construction jobs, and perma- 
nent jobs, many of which are 
being filled by local and minority 
residents. 


















and Other 


uy pportunities for Nurses 


Health Professionals 


Employment opportunities of 
unparalleled diversity are now 
available in The Presbyterian 
Hospital’s expanded and modern- 
ized facilities. On all shifts, there 
is an ongoing need for nurses, as 
well as pharmacists, technicians, 
technologists, nurses’ aides, and 
physical and occupational 
therapists. 

Joining the Presbyterian family 
presents an opportunity to prac- 
tice in the attractive new facili- 
ties, which represent the latest 
word in hospital design. Nurses 
now can spend more time with 
patients. 

For example, the layout of the 
patient care units places the spa- 
cious nursing stations at the cen- 
ter. The nursing stations also 
have direct access to a central 
service core and conference 
rooms, as well as administrative 
offices and allied health care 
workers. 

This arrangement, along with 
the grouping of patients with 
similar problems, brings all 
health professionals on most ser- 
vices—including social workers, 
nutritionists, nurses, physicians, 





the nursing director, and the 
physician director of service— 
into one area. The result is the 
epitome of team care. 

“This approach reinforces 
Presbyterian’s philosophy of 
practice with nurses at the cen- 
ter of all aspects of patient care,” 
says Dorothy O’Sullivan, Acting 
Vice President for Nursing. 

Another innovation is com- 
puter technology in each nursing 
station, which will eventually 
allow access to clinical lab 
results, medical libraries, data- 
bases, and word processing 
programs. 

Several other innovations 
reduce the burden of tasks that 
typically take nurses away from 
the bedside. These include satel- 
lite pharmacies that prepare 
medications for administration, 
exchange supply carts that 
drastically cut the need for bulk 
storage rooms; and pantries on 
each floor. 


A Tremendous Choice 

Few institutions can match the 
diversity of nursing positions at 
The Presbyterian Hospital—in 


For more information about employment opportunities at The 


Presbyterian Hospital in... 


Nursing, call our nurse recruiters, Sonja Lofgen, RN, or Maureen 


Higgins, RN, at (212) 305-7878. 


Or use our toll-free numbers... 1-800-872-1874—-within New York 
State. 1-800-225-6665—outside New York State. 

Operating Room Nursing, call Mary Northrup, R.N. at (212) 305-7804. 
Other positions (Especially pharmacists, technicians, technologists, 
physical and occupational therapists, and other health professionals), 
call the Employment Office at (212) 305-2990. 


virtually every specialty and 
subspecialty, as well as in clinical 
research and education. 

Surgery is a prime example. 
Nurses can work with patients of 
all types, ranging from heart or 
liver transplant patients to ambu- 
latory surgery patients. Or 
nurses can participate in inter- 
disciplinary clinical research in 
such areas as the new surgical 
metabolism intensive care unit, 
one of many ICUs at Presbyte- 
rian. All were designed with the 
help of the nursing staff and fea- 
ture the latest in patient monitor- 
ing equipment. 

“One great advantage of 
working in our ICUs is the ability 
to practice as an integral part of 
the critical care team,” explains 
Pat Herlihy, Director of Surgical 
Nursing. “Much of the decision- 
making is the responsibility of 
nurses, based on lab results, 
physical assessment, and 
monitoring.” 

Nurses here will also be 
involved in the development and 
testing of new models of patient 
care, all aimed at freeing up 
nurses for more bedside care, 
and in unit-based quality assur- 


ance programs that help identify 
and resolve patient care 
problems. 

Nurses who are interested in 
intensive care will thrive in the 
new combined 36-bed cardiac- 
medicine step-down unit, a level 
of care between intensive care 
and general patient care. 

In addition, the Medical and 
Coronary Care ICUs are expand- 
ing. “In these units, our nurses 
are specially trained to perform 
such high-tech procedures as 
hemodynamic monitoring, car- 
dioversion, and defibrillation in 
the event of a cardiac arrest,” 
says Nancy A. Moree, Director 
of Medical Nursing. 

These are but a few examples 
of the positions open to nurses at 
Presbyterian, according to Linda 
Hurwitz, Director of Pediatric 
and Obstetrical-Gynecological 
Nursing. “All departments offer 
ample opportunities for learning 
and professional growth. We rec- 
ognize the contributions of our 
nurses—that’s the bottom line.” 
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patients with severe 
lung disease. 

' _ e Identification 

cystic fibrosis. 









James Lenox, a philanthropist 
and businessman, who founded 
The Presbyterian Hospital in 
1868 so that all New Yorkers 
could have access to quality 
health care. 




















The original Presbyterian 
Hospital building (circa 1872), 
which was located at 70th Street 
and Park Avenue. 













The 1925 groundbreaking cere- 

mony for Columbia-Presbyterian 
Medical Center in Washington 
Heights. 





In 1928, Columbia-Presbyterian 
Medical Center opened tts doors 


as the nation’s first academic 
medical center. 


Edward S. Harkness, who origi- 
nated the concept of the academic 
medical center in the 1920s 

by uniting The Presbyterian 
Hospital and Columbia 
University’s College of 
Physicians & Surgeons. 











The Presbyterian Hospital 
entrance, above which reads: 
“For of the Most High Cometh 
Healing.” 











Sixth Floor 


Patient Care Units (4): 
Medicine 


Clinical Offices: Medicine 
Food Service 


Main Floor 

Main Entrance 

Lobby 
Clark Conference Center 
Admitting 

Transadmission (Testing) 
Unit 

Social Work Services 
Terrace 

Patient Relations 


Administrator On Duty. 
_ Offices 


“*Bridges to other buildings. 


Vie: 





he Milstein Hospital Building 


Seventh Floor 

Patient Care Units (4): 
Surgery, Urology, 
Otolaryngology, Dentistry 
Clinical Offices: Surgery 
(including transplant ~ 
services), Urology (Squier 
Urological Clinic Division) 


Food Service 
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Second Floor* 


Clinical Offices: 
Otolaryngology, Dentistry 


Radiology 
Coffee Shop 


Public Interest 
Department 


Alumni Office 

Volunteer Office 

CPMC Fund > 

Medical Records 
Physicians’ Records Study 





Eighth Floor 


Patient Care Units (4): 
Neurology and 
Neurological Surgery 


Clinical Offices: Neurology 
and Neurological Surgery 
(Neurological Institute 
Division) 


Third Floor* 

Radiology Offices 
Radiology Reading 
Radiology Transcription 
Diagnostic Radiology 
Operating Rooms (12) 
Ambulatory Surgery — 
Ambulatory Recovery 


Room 


Inpatient Recovery Room 


Ninth Floor 

McKeen Pavilion 
Restaurant 

Patient Care Units (2): 


Orthopedic Surgery and 


Surgery 


Clinical Offices: 
Orthopedic Surgery (New 
York Orthopaedic Hospital 
Division) 


Fourth Floor* 
Operating Rooms (10) 
Recovery Room 
Anesthesia Unit 
Cystoscopy Suite 
Neuroradiology Unit 


Cardiac Intensive Care 
Unit (12 beds) 


Surgery/Anesthesia ICU 
(16 beds) 


Neurological ICU 
(12 beds) 


STAT Lab 


Tenth Floor* 
Mechanical Units 





Fifth Floor 


Patient Care Units (36 
beds each): Medicine, 
Surgery, and Oncology 


Medical ICU (18 beds) 
Coronary ICU (18 beds) 


Clinical Offices: 
Gynecology and Medicine 


Food Service 
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Employment Opportunities at 
The Presbyterian Hospital 
Nurses may call: 
(212) 305-7878—New York City 
(800) 872-1874—within 

New York State 
(800) 225-6665—outside 

New York State 
(212) 305-7804—OR nurses 


Other health professionals 
may call: (212) 305-2990. 


For Help in Finding a 
Columbia-Presbyterian 
Physician, Surgeon, 

or Dentist 

Offices at Columbia-Presbyterian 
Medical Center, 
Columbia-Presbyterian/Eastside 
(38 East 61st Street), 

and all other locations. 


Call (212) 305-5156. 
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Gift Giving Opportunities 
Call the Columbia- 
Presbyterian Medical Center 
Fund at (212) 781-2100. 


Volunteer Opportunities 
Call (212) 305-2542. 
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Important Notice 

To Our Readers 

You are invited to participate in The 
Presbyterian Hospital’s Planned Giving 
Program. By making a gift of an annuity, 
unitrust life insurance or personal property, 
you can provide income for yourself (and, 

if desired, your beneficiary) and obtain 

both immediate and long-term tax benefits. 
With your participation in the Pooled 
Income Fund or through the more traditional 
gift of a bequest, you can have the assurance 
that the Hospital will be able to meet the 
challenges of tomorrow. Friends wishing to 
name The Presbyterian Hospital as 
beneficiary in their wills should consult their 
attorneys. 

For further information, call or write the 
Director of Planned Giving, CPMC Fund, 
Inc., 100 Haven Ave., New York, NY 10032, 
(212) 781-2100. 


The Presbyterian Hospital is a participating agency of the 
United Hospital Fund and The Greater New York 
Fund/United Way. 
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C*>O*-M:M-eE*NeTeAeReY 


As late as 1888, when Sloane Hospital opened its doors as New 
York’s first maternity hospital, it was not uncommon for the mother, 
the newborn, or both to die as a result of childbirth. 

While steady progress was being made in other areas of medicine, 
women’s health care had not kept pace. The basics of hygiene were 
often overlooked, and Victorian notions about modesty mediated 
against learning much from direct observation. Physicians who 
actually examined patients or delivered their babies left themselves 
open to the charge of prurience. For the most part, childbirth was 
given over to midwives, many of whom were poorly trained. Small 
wonder that the mortality rates for women and infants were so high. 

William and Emily Sloane, who endowed the facility that bears 
their names, were among the first to believe that a lying-in hospital 
connected with a medical school might decrease the risks associated 
with childbirth, and within a few short years they were proven cor- 
rect. The first Sloane obstetricians never questioned the propriety 
of examining women, and they led many advances in treatment, edu- 
cation, and research in obstetrics and, a few years later, gynecology. 

Today, childbirth is a safe, routine event in most instances, with 
techniques such as fetal monitoring enabling obstetricians to 

detect many potential complications at early stages 
and, often, treat them. And the prospects of 
premature or low-birthweight infants for surviv- 
ing and thriving increase every year. Sloane 
obstetricians and Babies Hospital 
pediatricians, who often collab- 
orate on projects at The Presby- 
terian Hospital, have contributed 
to these advances. 
As Sloane Hospital for Women 
begins its second century, women’s 
health care is taking on a 
different emphasis. Women 
in the 1980s live longer and 
have far more choices in terms 
of career, marriage, and parent- 
hood than ever before. Women 
today are becoming ever more 
concerned with quality as well as 
length of life. Gynecologists at 
Sloane are among the leaders in 
early detection, treatment, and pre- 
vention of women’s health problems. 
The Sloane legacy, which has been so 
successful in fulfilling its original 
intention of making childbirth safe for 
women and infants, promises to be as 
fruitful in the next hundred years in 
benefiting the overall health of women. 
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ARGARET KELLY’S TWO- 

year-old son, Andrew, is “100 percent 
healthy” now. But Mrs. Kelly says he 
probably would not be alive at all if it 
had not been for the Perinatal Net- 
work and The Presbyterian Hospital’s 
Sloane Hospital for Women. 

Through special referral arrange- 
ments, the Regional Perinatal Net- 
work enabled Mrs. Kelly, a resident of 
Westchester and a patient of a com- 
munity hospital there, to be treated as 
a patient at Sloane Hospital. When 
an infection caused her to go into 
labor three months early, the doctors 
at her local hospital sent her by 
ambulance to Presbyterian’s Sloane 
Hospital for Women. Sloane is the 
tertiary care center for the nine-mem- 
ber Regional Perinatal Network, 
which includes hospitals throughout 
the tri-state area. 

Mrs. Kelly’s premature labor was 
complicated by fetal distress, which 
was carefully monitored by obstetri- 
cians at Sloane. She was delivered by 
emergency cesarean section, and 
obstetricians and pediatricians imme- 





diately stepped in to handle the 
complications. 

At birth, a team at Babies Hospi- 
tal, Presbyterian’s pediatrics division, 
took over and worked on her son for 
15 minutes, until he began breathing 
spontaneously. 

“Andrew had all the complications 
that premature babies have,” Mrs. 
Kelly says. The difficulties ranged 
from intestinal problems to a col- 
lapsed lung and mild jaundice. And 
they started right away, as soon as 
they tried to get him to breathe. 

“His Apgars were straight zero,” his 
mother recalls. (The Apgar is a score 
of the newborn’s status based on var- 
ious indications of overall health and 
vital signs, on a scale from O to 10, 
with the higher scores indicating 
health. It is named for Virginia 
Apgar, M.D., who was an anesthe- 
siologist at Presbyterian for many 
years, and is used almost universally 
as the infant’s earliest health 
measurement. ) 

“There’s no way they could have 
saved him at a community hospital,” 
Mrs. Kelly says. 


A Pilot Project Saves Lives 


The Regional Perinatal Network 
began in the mid-1970s as a pilot pro- 
ject, with seed money from the Rob- 
ert Wood Johnson Foundation. “The 
idea was to see if a regional approach 
to health care would contribute to 
decreasing a relatively high infant 
mortality rate in this country,’ says 
Harold E. Fox, M.D., Attending in 
Ob/Gyn, Professor of Clinical Ob/ 
Gyn and Clinical Pediatrics, and Vice 
Chairman of Ob/Gyn. 

The Robert Wood Johnson Founda- 
tion funded the program because of 
its special interest in projects that pro- 
mote the well-being of significant 
numbers of people. They funded the 
project until 1980, when Presbyterian 
continued it by obtaining designation 
as a Regional Perinatal Center from 
New York State. 

“The Network is clearly a success,” 
Dr. Fox says. In 1980, he reports, 60 
to 70 percent of the infants who 
weighed 1,000 grams at birth sur- 
vived. This year, the figure is 95 per- 
cent. In addition, more women and 
newborns than ever before have 
access to intensive tertiary care if they 
need it. 

At Presbyterian, a specialist in 
high-risk obstetrics or perinatal care is 
on duty at all times to take calls from 











referring network hospitals. Patients 
from member institutions can be 
admitted here as if they had been PH 
patients all along. 

Member hospitals are Harlem Hos- 
pital and St. Luke’s-Roosevelt in New 
York City; Northern Westchester in 
Westchester County; Good Samaritan 
in Rockland County; Keller Army 
Hospital at West Point; Stamford Hos- 
pital in Connecticut; and Morristown 
and Overlook hospitals in New Jersey. 

The Network allows community 
hospitals to control costs because they 
do not have to staff and equip units 
prepared for extremely low-birth- 
weight babies and others with compli- 
cations, thanks to the back-up 
provided by Presbyterian. In addition, 
Network obstetricians, pediatricians, 
nurses, and social workers share infor- 
mation that ultimately improves peri- 
natal care for all patients in the tri- 
state area. Margherita Modica, R.N., 
directs outreach and continuing edu- 
cation programming for the Network. 


This Time, a Model Pregnancy 


Mrs. Kelly is now carrying her second 
child, and is under the care of Dr. 
Fox, who is calling her second time 
around “a model pregnancy.” 

But it didn’t take a second child on 
the way for her to maintain contact 
with staff at Presbyterian, she says. 
“We keep in touch with the nursery 
and the great nurses we had. I also 
enjoyed bringing Andrew to the 
annual alumni day at Presbyterian’s 
preemie nursery.’ 

The alumni day brings parents and 
children together for two purposes: to 
allow Dr. John Driscoll, Director of 
the Neonatal Intensive Care Unit, to 
check their progress, and also for pure 
fun. Children romp in the Hospital 
garden, enjoy a team of clowns and 
magicians, and visit with each other. 

Andrew’s growth rate is typical for 
a pre-term child, and far beyond the 
rule of thumb that babies double or 
triple their weight in the first year of 
life. He weighed one pound, four 
ounces at birth, but “he’s caught up,” 
Mrs. Kelly says. He weighed in at 16 
pounds on his first birthday, she 
notes. “Now we can’t believe he was 
ever so small.” 

The alumni days also provide sup- 
port for parents whose children are 
still in intensive care. “We enjoy 
going back and showing other parents 
how wonderfully things can turn out 
after such a terrible start.’ 


SORTING OUT PROBLEM 
PREGNANCIES 


Some women with diabetes are 
known to have problem pregnancies. 
Part of Sloane’s role is to help such 
women maintain their own health 
and be able to have healthy children. 
Laxmi Baxi, M.D., Associate 
Attending in Ob/Gyn and Associate 
Professor of Ob/Gyn, specializes in 
managing the pregnancies of diabetic 
women. 


__ Pregnancy exacerbates the problems 


diabetics have in controlling blood 
sugar and frequently toxemia of preg- 
nancy is associated with diabetes. 
Moreover, these women often have 
babies with greater than normal birth- 


weights, making delivery difficult. 


Poor control of diabetes in early preg- 
nancy is also associated with major 
birth defects in the developing baby. 

_ Dr. Baxi treated a woman we'll call 
Jan, who had had severe diabetes 
since age four and had fertility prob- 
lems as well. Dr. Baxi placed the 
patient on a strict regimen of glucose 
and blood pressure monitoring at 


home. Both she and Jan were pleased 


with the results: Jan gave birth to two 
healthy babies, and she and her chil- 
dren have stayed healthy. 

Dr. Baxi also takes care of pregnant 
women with various other problems 
that indicate high-risk for pregnancy. 
At times, these conditions may 
compromise the mother’s health as 
well. In one such case, a patient we 


will call Mary has a five-year-old 


daughter who may have had very seri- 
ous complications if not for careful 


‘monitoring and care. 


During pregnancy, Mary suddenly 
developed an excessive enlargement of 
her uterus, apparently because of an 
abnormal collection of amniotic fluid. 
By ultrasonography, it was found that 
the baby’s abdomen was markedly dis- 
tended—to the point where it may 
have interfered with delivery and fur- 


ther jeopardized the baby’s health. 
Under ultrasound guidance, Dr. Baxi 
_ was able to remove the fluid from the 
baby’s abdomen, enabling a natural 
delivery : 
The close interaction among obste- 
-tricians and pediatricians at Presbyte- 
-rian’s Babies Hospital also adds to 
-Sloane’s strengths: promptly after 
birth, this baby cat 


surgery for a twisted intestine. = 


rwent successful 
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HELP PEOPLE BECOME PAREN 


EMILY LOVES THE WHOLE IDEA 
of creating a home. She makes quilts 
and bakes pies from scratch and treats 
children with just the right mix of 
authority and playfulness. And all her 
life she’s wanted children of her own. 

After her husband, Mark, finished 
college and dental school and built up 
his practice, they made space for a 


baby’s room. But the baby never came. 


It was just a surprise at first. But 
soon this condition of childlessness 
seemed permanent. For a while, every 
morning, Emily took her temperature 
and recorded it on a chart. Her doctor 
prescribed a fertility drug. 

Another doctor found microscopic 
bacteria interfering with conception, 
and prescribed antibiotics. Yet another 
doctor found endometriosis, a leading 
cause of infertility. Then there was 
another fertility drug. Her husband’s 
semen was analyzed. But still her 
period came and went, right on time. 


A Common Problem 


Emily was far from alone in wanting 
children but being unable to con- 
ceive. In America today, 15 percent of 
all couples who attempt to conceive 
will fail—one in every six couples of 
childbearing age, or about 10 million 





Americans all told. This time of 
pressing need has coincided with a 
period of great growth in knowledge 
about the mechanisms of human 
reproduction, a good deal of it focus- 
ing on in vitro fertilization and gamete 
intra-fallopian tube transfer (GIFT). 


4 STETHOSCOPE 


In vitro fertilization is a procedure 
by which the egg cell from the wom- 
an’s ovary is removed and fertilized in 
a laboratory vessel by her husband’s 
sperm to produce an embryo which is 
then inserted into her uterus. 

GIFT involves freshly retrieved eggs 
and sperm which are specially pre- 
pared and transferred, via catheter, 
into the ends of each normal fallopian 
tube. This operation mimics the early 
processes that lead to pregnancies at 
the normal site of fertilization. GIFT 
and in vitro may be used separately or 
as complementary treatments. Neither 
process is simple or guaranteed to be 
successful. But to people like Emily 
and Mark, the hope offered by these 


procedures is worth the risk. 


Tremendous Progress in a 
Brief Decade 
Presbyterian’s in vitro program, New 
York’s first, opened in early 1983 
under the direction of Dr. Georgiana 
M. Jagiello, Attending Obstetrician/ 
Gynecologist and Virgil Damon Pro- 
fessor of Ob/Gyn at P&S, and the 
late Dr. Raymond Vande Wiele, who 
was Director and Chairman of Ob/ 
Gyn. That was four and a half years 
after the birth in London of Louise 
Brown, the world’s first baby con- 
ceived by in vitro methods, and two 
years after the birth of the first Amer- 
ican “test tube” baby in Virginia. 

At first, the number of patients 
remained low, and there were only 
about four births a year for the first 


four years. But during the 18 months 
beginning in January 1987, some 15 
babies were born, including two sets 
of twins. 

These babies are answered prayers 
to their parents. But they are no mira- 
cle: they represent the culmination of 
years of work in human reproduction 
that goes back to the early 1950s, 
when a Columbia-Presbyterian physi- 
cian attempted human in vitro fertiliz- 
ation and embryo development. 

CPMC continues to be a leader in 
the field; in the 1980s, Raphael Jewe- 
lewicz, M.D., Associate Attending 
Ob/Gyn and Associate Professor of 
Clinical Ob/Gyn, is at the forefront of 
the administration of gonadotropins, a 
type of hormone, in the stimulation 
of ovulation. Dr. Jagiello directs the in 
vitro laboratory, and Michael Darder, 


M.D., is the Medical Director. 


These Babies Begin with 
Constant Monitoring 

In vitro and GIFT babies are also the 
result of the intensive daily efforts of a 
team of a dozen medical professionals 
from all areas involved in human 
reproduction—not only obstetrics, 
but also biology, human development, 
male reproduction, endocrinology, 
anesthesia, and nursing. This involves 
a regimen of fertility drugs, the most 
powerful taken by injection, that 
stimulate ovulation. Ovulation is then 
monitored by daily blood tests that 
reveal the levels of various ovulatory 
hormones and in periodic examina- 
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tions by ultrasound, a painless proce- 
dure in which high-frequency sound 

waves generate an image of the devel- 

oping eggs on a video screen. 

When the in vitro team judges that 
the eggs are fully mature, an addi- 
tional medication, also a hormone, is 
administered to trigger the release of 
the eggs. Normal release of the egg, 
which occurs within the next 36 
hours, is not permitted; instead, after 
approximately 34 hours, the ripe egg 
is aspirated using a needle—usually 
under local anesthetic with ultrasonic 
guidance. 

The eggs are then put into individ- 
ual containers in a special culture, a 
sperm specimen provided by the hus- 
band is gently washed, and a specified 
number of sperm cells added to the 
egg containers, which are then moved 
to an incubator. After two days, the 
eggs that fertilize are monitored for 
normal development and then 
inserted into the woman’s uterus with 
a thin catheter. The woman lies still, 
in one place, for the next six hours. 

Then there are more injections— 
these to enrich the uterine lining that 
will nourish the fetus—and more 
blood tests, every two days for the two 
weeks after the embryo transfer. The 
last, a definitive pregnancy test 
administered two weeks after the 
retrieval, determines whether this IVF 
cycle will be one of the 25 percent 
that end with a pregnancy. 

The whole cycle is very difficult, 
and can be an emotional roller coaster 
for patient and spouse, who come to 
IVF only after every other remedy has 
failed. 

And life goes on despite the drug 
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regimen. One in vitro patient tells 
about the evening that she, in formal 
gown, and her husband, in black tie, 
dashed out to the car for the nightly 
injection in the middle of the party. 


Hope and Cheerleading Prevail 


Situations like these, which would be 
just minor hurdles under other cir- 
cumstances, become cause for anxiety 
during an in vitro cycle, when so 
much is riding on each step. Hope 
and cheerleading from the staff keep 
the couple going. 

Because putting each patient 
through the protocol is so labor-inten- 
sive for the [VF team, the staff mem- 
bers get to know the patients well. 

As a result, the IVF team becomes 
like an extended family to the couple. 
Says Dr. Darder, whenever the lab 
calls to confirm a pregnancy, phones 
start ringing. Champagne flows. 

Dr. Jagiello whistles in the hallway. 
Failures are harder. Says Dr. Dar- 
der, “Even when you’re dealing with a 
very reputable success rate, you’re still 

having more failures than successes.” 

A multitude of things can go wrong 
at any point. The drugs may not pro- 
duce an ovulation. The time of ovula- 
tion may be misjudged and the eggs 
retrieved either too early or too late. 
The retrieved egg may not be normal. 
The man, under the pressure of the 
moment, may not be able to supply 
the semen specimen. Fertilization may 
not occur, or if it does, the cell divi- 
sion that occurs during normal embryo 
development may not proceed 
normally. 

Even then, the embryo may not 
implant. Or a pregnancy that is 











achieved may end prematurely with a 
miscarriage. 





Improving the Success Rate 


The IVF team continues to refine its 
techniques. At weekly staff meetings, 
team members try to answer why one 
woman’s cycle worked and another’s 
didn’t. 

At weekly staff meetings, team 
members try to answer why one wom- 
an’s cycle worked and another’s didn’t. 

“We're always working to improve 
things,’ Dr. Jagiello says. “Only 100 
percent is good enough.” 

Even in failure there are compensa- 
tions. “We're a tight group of friends,” 
Dr. Darder says. “The ties that bind 
us are different from those of any 
other group I work with, where con- 
tact is pretty much limited to the 
professional aspects of the relationship 
and you don’t get that sense of mutual 
interest and mutual support that we 
have here.” 

This may be because, as Dr. 
Jagiello points out, participation is 
voluntary for most of the IVF staff. 
She and the other team members 
involved in the process do IVF work 
based on around-the-clock availabil- 
ity. In fact, when the first egg retrieval 
was scheduled, coincidentally, for Val- 
entine’s Day—when a major snow- 
storm was brewing—every participant 
spent the night in the Hospital, some 
on couches in their offices, to make 
sure they could get there on time. 

‘When the new parents tell us how 
their lives have been enriched 
because of our work, it’s all worth- 
while. When we think about the 80 
percent who go through IVF and 
don’t get pregnant, we have to 
remember the babies that wouldn’t 
have been. . . and how much these 
children mean to their parents.” 

There is the woman who, after one 
child and two subsequent ectopic 
pregnancies, finally conceived twins, 
a boy and girl, and carried them to 
term. Her children are gifts to her. 

There is the patient who, even after 
going through five cycles—patients 
are advised to give up after four—was 
adamant about trying for a sixth, and 
is due to have her baby next month. 

And the patient who, not helped 
by previous uterine surgery that had 
been termed a clinical success, con- 
ceived on her second IVF cycle. She’s 
coming back next month to try it 


again. And Emily may find her way 
here any day now.m 
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ELLEN WAS PREGNANT FOR 
rdatemcativematnice-licomanvemettetedt ion 
Vicor lem lecctretiatemcectel-lajbartere 
one-half weeks couldn’t detect the 
baby’s heartbeat and a second two and 
one-half weeks later failed to show a 
head, she was distraught. “You don’t 
eave manyerian Mem coemectcetidemeeCm ene 
couple of weeks,” she recalled, “but 
today really put my mind at ease.” 
The 28-year-old mother had just 
evel olomeattce mer teMmetovaletce: Bevelentl| 
1l-week-old fetus, by transvaginal 
Titeetre tier Mean eauajancoetton toate 


/ Trough Sonal 


diagnosis via high frequency sound 
waves. — 

The procedure, also known as 
transvaginal sonography (TVS), pro- 
vides the physician with “a whole new 
set of pictures,” particularly in the __ 
monitoring of very early pregnancy, in 
Tierem coualtre lal ameleeerll@eriematlec 
disorders, says Ilan E. Timor-Tritsch, 


M.D., Director of Obstetrical Service, 


Director of Obstetrical and Gyneco- 
logical ultrasound, and Professor of 
Clinical Obstetrics & Gynecology. 
Presbyterian was one of the first 


/eYoysy ete: Cited etem Ol elicce Mele-lcoce Ce) 
offer the procedure, starting in 1986. 
With conventional ultrasound, high 
frequency sound waves are transmit- 
ioe ma elcelticd ele Be)celcmeracemon mats 
woman’s abdomen, known as transab- 
dominal sonography (TAS). The 
sound waves are then reflected back 
from the pelvic organs and displayed 
on an oscilloscope. The different 
densities of the tissues scanned allow 
the physician to check gestational 
age, development, the presence of 
multiple fetuses, and other conditions. 
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OR YEARS, THE 
medical community and 
women as well have 
raised their eyebrows at 
the spiraling numbers of 
cesarean sections in the 
United States. It is esti- 
mated that up to 25 per- 
cent of all births in the 
country today occur via 
C-section, a ratio that 
has caused some experts 
to rethink the criteria 
for the procedure. 

A system developed 
by Mortimer Rosen, M.D., Director 
and Chairman of Obstetrics & Gyne- 
cology, has demonstrated how hospi- 
tals can reverse the trend to deliver by 
cesarean. In fact, the model soon will 
be implemented in every hospital in 
New York State, through the auspices 
of the New York State Department of 
Health and the American College of 
Obstetrics & Gynecology. 

Called the “Columbia-Presbyterian 
Model,” the system features intensive 
case review and is based on a diction- 
ary of terms used to standardize the 
language used by obstetricians to 
describe medical indications for a 
cesarean section. Since 1987, the C- 
section rate at Presbyterian’s Sloane 
Division, which has more than 5,000 
births each year, dropped from 26 
percent (just above the national aver- 
age, despite a large number of high- 
risk and referral cases), to 20 percent, 





Dr. Mortimer Rosen, Director and Chairman, Obstetrics and Gynecology. Dr. Rosen leads a 


once the system was in place. “And I 
suspect)’ Dr. Rosen says, “although I 
haven’t seen the numbers from this 
year, that we’ve succeeded in lowering 
our rate even more.” 

According to Dr. Rosen, about 
one-third of the first-time cesareans 
in the U.S. are performed out of fear 
that a baby’s head is too large to allow 
for a normal birth. However, he 
asserts, about 60 to 70 percent of 
those babies could be born naturally. 
By carefully defining relatively vague 
terminology such as “fetal distress,” 
redefining the circumstances that call 
for C-sections, and encouraging doc- 
tors and patients to attempt natural 
delivery, more babies could be deliv- 
ered vaginally, which is a more 
healthful alternative both for mother 
and baby. 

The theory behind the Columbia- 
Presbyterian Model is relatively sim- 
ple, Dr. Rosen explains. When a baby 
is born with a poor outcome or when 
a non-natural birth occurs, the 
patient chart is reviewed using stand- 
ardized terminology. By making the 
process more objective, he adds, the 
criteria used to determine if a C-sec- 
tion is needed will become more evi- 
dent and the number of C-sections 
should decrease. 

“This active review process is prob- 
ably the thing that will change the 
number of cesareans in the state, and 
perhaps the country,’ Dr. Rosen says, 
adding that if the statewide use of the 


State task force working to reduce the number of cesarean sections performed in 


New York State. 
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model succeeds, the model could well | both the woman and doctor, but may 


become a standard obstetric guideline 
across the nation. 


Good Intentions Gone Awry 


“The intentions behind the C-sec- 
tions were good,’ Dr. Rosen says, “but 
the process of trying to improve led us 
to a situation that has become exces- 
sive. It was a paradox: to do more was 
not to do more good.” 

Historically, cesarean births 
became common out of a concern for 
the health of the fetus and of the fear 
of brain damage should the baby 
become distressed. With the advent of 
fetal monitoring, he adds, the cesar- 
ean rate grew again. “Monitoring 
doesn’t necessarily tell you whether 
there will be risk or damage, though,” 
Dr. Rosen notes. “So many times 
when the monitor indicates distress, 
babies are delivered by C-section 
when they could be born vaginally. 

“At Sloane, doctors rarely perform 
a cesarean on a woman who hasn’t 
actively tried to give birth vaginally,’ 
Dr. Rosen says. Moreover, technology 
at the Hospital now provides a mea- 
sure one step past the fetal monitor. If 
the heart tracing on the monitor indi- 
cates distress, physicians corroborate 
that information with a tiny blood 
sample taken from the baby’s head. 
Should the blood sample be acidodic, 
that indicates the baby is in distress. 

“We're also counseling women 


MUTI 


much more,” Dr. Rosen says. “By edu- 
cating women, we can lower the rejec- 
tion rate of vaginal births. Women as 
well as doctors have to understand 
that vaginal births can take a long 
time, and that they can be tough on 














be better for both in the long run.” 


Why Natural Delivery? 


Ask a woman who has endured two 
day-long labors and she’ll tell you that 
cesarean section at the time seemed 
like a comparatively pleasant alterna- 
tive to natural delivery. Mary, a 
patient who delivered her first baby by 
C-section and her second child natu- 
rally, admits that after 18 hours of 
labor her first time around, she readily 
agreed to a cesarean when her baby 
began showing signs of distress. In 
retrospect, she wishes she could have 
had her son naturally. 

“Sure, it meant a longer recovery 
than a natural birth,’ Mary says. “A 
C-section is surgery, and you have to 
cope with the anesthesia and the inci- 
sion. You stay in the hospital longer 
and for a while it’s hard to get around. 

“But for me,’ she continues, “the 
medical concerns weren’t the worst 
part of having a C-section. I wanted 
in the worst way to hold my son when 
he was born, but I couldn’t. My hus- 
band got to hold him right away, and 
I could see the next day how the baby 
had begun to respond to my husband. 
I missed that bonding with my son.” 

Mary’s second labor took 18 hours. 
“T was walking, squatting, lying on 
my stomach—doing whatever I could 
to speed things along. And yes, after 
about 18 hours I began to think again 
that a C-section wouldn’t be that bad. 
But I was lucky—my daughter was 
three weeks early and she was only 
seven pounds, fourteen ounces (her 
son weighed over nine pounds). We 
delivered her naturally. It was so excit- 
ing to hold her after carrying her for 
all that time. We felt so close.” 

Mary’s case refutes the “once a 
cesarean, always a cesarean” theory 
that had pervaded obstetrics for sev- 
eral years. Today, many women who 
have cesarean births can go on to 
have natural deliveries with their next 
babies. Physicians have perfected inci- 
sions so that there is virtually no risk 
of rupturing. However, says Dr. Rosen, 
the key to further reducing both first- 
time and repeat cesareans is to change 
the thinking involved. 

“So much of it is a matter of atti- 
tude,’ Dr. Rosen says. “Technology is 
helpful, but both doctors and women 
have to change the way they think 
in order to get the cesarean rate 
down. I have no doubt that we can 
accomplish this.” ™ 
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John Gorman, M.D. (leff) and 
Vincent Freda, M.D. In the 1960s 
they developed the vaccine 

oN that allows women with Rh neg- 
aa >, ative blood to deliver healthy 


. § CENTENNI ‘ yEAR Rh positive babies. 
1999-1988. 


Howard C. Taylor, Jr, 
M.D., Director and 
d Chairman, 1946-1965, 
an expert in gyne- 
cologic cancer and 
founder of the Inter- 
national Institute for 
the Study of Human 
Reproduction. 






William Douglas Sloane and Emily Thorn 
Sloane, founders and principal benefactors 
of the Sloane Maternity Hospital. 
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LANDMARK EVENIN 


DIRECTORS AND CHAIRMEN, 
OBSTETRICS & GYNECOLOGY, 
SLOANE HOSPITAL FOR WOMEN 


James Woods McLane, M.D.., 
1887-1898 

Edwin Bradford Cragin, M.D.., 
1898-1918 

William Emery Studdiford, M.D., 
1919-1925 

Benjamin Philip Watson, M.D., 
1926-1946 

Howard Canning Taylor, Jr., M.D.., 
1946-1965 

John George Moore, M.D., 
1965-1968 

Charles M. Steer, M.D., Acting 
Director and Chairman, 1968-1971 

Raymond Laurent Vande Wiele, 
M.D., 1971-1983 

Allan G. Rosenfield, M.D., 
(Acting), 1983-85 

Mortimer G. Rosen, M.D., 1985- 

































FROM ITS EARLIEST YEARS, 
Sloane Hospital’s obstetricians and 
gynecologists have pursued clinical 
research that has led to improved 
treatment for diseases affecting 
women and lower infant-mother 
mortality rates in childbirth. 

One research finding alone, accom- 
plished by Vincent Freda, M.D., and 
John Gorman, M.D., has helped 
hundreds of thousands of women to 
safely deliver healthy babies. They 
developed Rh Immunoglobulin, 
known as RhoGAM, a “vaccine” to 
give birth safely to healthy babies with 
Rh positive blood. 

Before RhoGAM, a specially pre- 
pared concentrate of anti-Rh anti- 
body, Rh negative mothers whose 
blood contained Rh antibodies ran 
the risk of delivering a stillborn baby. 

The vaccine surpasses the mother’s 
antibodies against her baby’s Rh- 
positive blood, enabling her to have 
a relatively normal childbirth. 

RhoGAM is now used worldwide 
and has prevented the death of 
hundreds of thousands of newborn 
children. In 1980, Dr. Gorman, for- 
mer Director of the Blood Bank at 
PH, and Dr. Freda, now Associate 
Attending in Ob/Gyn and Associate 
Clinical Professor, were honored for 
their work with the prestigious Albert 
Lasker Award for medical research 
and public health. 

In the 1930s, Sloane became 
known for outstanding studies of the 
morphology of the female pelvis and 
the mechanism of labor. In addition, 
staff members at Sloane made major 
contributions to the understanding of 
amniotic fluid and placental transfer. 

During the 1950s, Virginia Apgar, 
M.D., developed the Apgar score for 
quickly assessing the health of new- 
borns. Today the Apgar score is used 
throughout the world. In the 1960s, a 
grant of $8.5 million from the Ford 
Foundation established the Interna- 
tional Institute for the Study of 
Human Reproduction. 

Most recently, Ob/Gyn Vice Chair- 
man Harold Fox, M.D., and PH 
pediatrician Jane Pitt, M.D., have 
received a grant of $8.2 million over 
five years from the National Institute 
of Allergy and Infectious Diseases 
(NIAID) to study the transmission of 
AIDS from mothers to infants. This 
grant is but one example of the many 
ways in which Sloane Hospital con- 
tributes to the most complex and 





important obstetric and gynecological | 


| problems of our times. @ 
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Nurse-midwives help women take 
responsibility for their own health 
during pregnancy. 
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AFTER DECADES OF TRYING TO 
prove their worth, nurse-midwives 
throughout the country have finally 
come into their own. 

“In the 17 years that I’ve been here, 
I’ve seen a transition from tolerance 
to acceptance to need,” says Doris 
Barker, R.N., Coordinator of the 
Nurse-Midwifery Service and Educa- 
tion at Presbyterian’s Sloane Hospital 
division. “In 1971, when I first joined 
the staff, midwives had to ask resi- 
dents for permission to deliver?’ she 
says. “Over time physicians realized 
we're a help and not a hindrance.” 

In routine pregnancy and birth, 
nurse-midwives are trained to provide 
the same high level of care that obste- 
tricians do. But the medical field has 
been slow to accept the important 
role they can play. 

“Often we’re seen as residents,” says 
Pat Burkhardt, Ph.D., Manager of the 
Nurse-Midwifery Service. “We strongly 
object to that description. We’re nei- 
ther physicians nor are we in training. 
And we’re certainly not here to replace 
obstetricians. We are certified profes- 
sionals with specific roles to play.” 

As such, nurse-midwives are criti- 
cal members of the health care team, 
particularly now, when hospitals are 
seeing increasing numbers of births, 
decreasing numbers of obstetricians, 
and increasing consumer demand for 
alternatives in maternity care. 


Childbirth from a Different 
Perspective 


Nurse-midwives approach childbirth 
from a different point of view than 
physicians. “We see pregnancy, labor, 
and childbirth as normal physiological 
processes that require care,’ says Dr. 
Burkhardt, who had one of her own 
children delivered by a nurse-midwife. 
“We believe the woman is responsible 
for her own health and we’re there to 
educate and support her.” 

Nurse-midwives also tend to help 
educate pregnant women about bodily 
changes. It was this aspect of midwi- 
fery care that 21-year-old Karen par- 
ticularly liked. When she was 
pregnant with her first daughter, 
Janelle, now 3, she routinely saw 
Nurse-Midwife Kathy Blount-Skeete. 
“No matter what my question was, 
Kathy always gave me a straightfor- 
ward answer,’ Karen recalls. “She was 
always willing to listen and never sim- 
ply said ‘don’t worry’ without explain- 
ing why I felt the way I did.” 

During her second pregnancy, 





Nurse-midwives find special rewards in their work. 


Karen had to receive medical care 
when she developed high blood pres- 
sure. “I had to undergo a lot of tests 
and I was constantly worried,” she 
says. “Working with a midwife helped 
me stay calm.” 


A Popular Practice 


The role of nurse-midwives is growing 
throughout the country—more than 
4,000 are professionally trained and 
certified to practice in all 50 states. 
The first formally trained nurse- 
midwives to practice in the United 
States were trained in Britain and 
worked for the Frontier Nursing Ser- 
vice in eastern Kentucky in the 
1920s. Since then, the profession has 
gained steady ground and acceptance. 
In 1971, nurse-midwives were profes- 


sionally recognized in a joint state- 
ment issued by the American College 
of Obstetricians and Gynecologists 
and the Nurses Association of the 
American College of Ob/Gyn, as well 
as the American College of Nurse- 
Midwives. 

Registered nurses with one year of 
practical experience who want to 
become midwives may enroll in one 
of 25 graduate programs nationwide, 
including the Columbia University 
School of Nursing at CPMC. They 
must then pass a certified national 
exam prepared by the American Col- 
lege of Nurse-Midwives, the profes- 
sional regulatory organization located 
in Washington, D.C. 

Nurse-midwives are often confused 
with lay midwives, who usually learn 
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Here, a mother listens to her baby’s heartbeat. 


their skill through apprenticeship 
rather than formal education. Forty 
years ago, an estimated 20,000 lay 
midwives were practicing in this 
country, but the latest figures show 
there are now only about 1,800 lay 
midwives practicing, mostly in low- 
income or rural areas where doctors 
are scarce. They can practice legally 
only in a few states. 

Last year, nurse-midwives at Sloane 
delivered one-quarter of the normal, 
spontaneous vaginal births. In addi- 
tion to hospital settings, nurse-mid- 
wives work in health maintenance 
organizations, private practices, clin- 
ics and birthing centers. They deliver 
three percent of all American 
babies—triple the share they deliv- 
ered 10 years ago. 


Serving a Diversity of Women 
While nurse-midwives nationwide are 
increasingly working with middle- 
class women who seek a more natural 
childbirth experience, they also fill 
an important gap in the health care 
system. They care for women who 
can’t afford—or do not need—a phy- 
sician’s services. They are also partic- 
ularly effective with teenagers, a 
population that often needs extraordi- 
nary prenatal care since they them- 
selves are still growing and don’t 
always follow nutritional guidelines. 
“Many also simply need mothering,” 
Dr. Burkhardt says. 


Teenagers account for one-third to 
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one-half of all patients seen by nurse- 
midwives at PH. In addition to rou- 
tine pregnancy care, pregnant teen- 
agers receive family planning advice 
and meet with a social worker. And, 
in an experimental program, nurses 
in a graduate midwifery program lead 
informal classes on childbirth in the 
clinic’s waiting room. 

All patients seen by nurse-midwives 
are carefully screened and referred to 
physicians for treatment and delivery 
in case of risk. Nurse-midwives gener- 
ally do not care for women with seri- 
ous health problems, high blood 
pressure, anemia, or insulin-depen- 
dent diabetes; few care for women in 
their 40s or those who are expecting 
twins. 

“We can deal with common prob- 
lems that may develop during preg- 
nancy, such as vaginal discharge or 
urinary tract infections;’ Dr. Burk- 
hardt says, “but when things become 
more complicated we consult a 
physician.” 

Physicians also take over if compli- 
cations arise during childbirth or if a 
cesarean section or forceps delivery is 
required. Otherwise, they can deliver 
the baby on their own, although PH 
regulations require that an attending 
physician be present. 


Valuable Colleagues 

“We have to be skilled enough to 
know when something is going 
wrong,’ Dr. Burkhardt says. “We’re 











also skilled in the interpretation of 
fetal monitors and ultrasound, since 
they are a part of modern deliveries.” 

One of the chief benefits of nurse- 
midwives at Presbyterian’s Sloane 
Division is that they can perform nor- 
mal deliveries, leaving physicians free 
to concentrate on high-risk cases, 
Ms. Barker notes. 

“T can’t imagine running a service 
such as ours without nurse-midwives,’ 
says Dr. Harold E. Fox, Vice Chair- 
man of Ob/Gyn. “In the nine years 
that I’ve been here, the nurse-mid- 
wives have become progressively more 
active in both the clinics, and labor 
and delivery. They will continue to 
play critical roles. And the more phy- 
sicians work with midwives, the more 
they’ll come to accept them as the 
valuable colleagues they are.” 

Also proud of the progress nurse- 
midwives have made is Linda S. Hur- 
witz, R.N., Director of Nursing for 
Sloane Hospital. “We had four mid- 
wives when I arrived in 1984;’ she 
says, “and now we have 16 and hope 
to recruit several more soon. The goal 
is to provide a full service to patients 
and a full range of practice for the 
nurse-midwife.” 

PH’s nurse-midwives also work at 
The Allen Pavilion, Presbyterian’s 
new community hospital, and at the 
Ambulatory Care Network Corpora- 
tion (ACNC) offices in the local 
community at Nagle Avenue. The 
Nurse-Midwifery Service is expected 
to grow along with the Hospital’s 
expansion. 

“At Allen, we’re working to create 
a low-risk environment so that mid- 
wives can be the primary care provid- 
ers,’ Dr. Burkhardt says. “This is the 
ideal environment for us to practice 
in. Eventually, I’d also like to have 
enough nurse-midwives on staff so I 
can provide 24-hour coverage.” 

Current demand for nurse-mid- 
wives now is surpassing the supply, 

Dr. Burkhardt adds. “The shortage is 
not due so much to the overall nurs- 
ing shortage but to the incredible bur- 
geoning of available positions in 
midwifery.” 

The field offers unique satisfactions, 
says Ms. Barker. “I get just as excited 
with delivering now, after having per- 
formed more than 1,500 deliveries, as 
I did when I was a student 20 years 
ago. There’s something special about 
cradling a newborn you’ve just deliv- 
ered when you feel the surge of life 
that comes with its first cry.’ 
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IN 1984, MRS. JANET SILVERSIN’S 
gynecologist found something suspi- 
cious during what was supposed to be 
a routine check-up. She was referred 
to a surgeon in her southern New Jer- 
sey community, who informed her 
that she had a lesion, or tumor, on her 
ovary. “I wasn’t even sure what a 
lesion was,’ she says, “but I knew the 
surgeon—both my husband and I had 
been treated by him for hernias—and 
didn’t even bother going for a second 
opinion.” 

The surgeon biopsied her and 
decided that the tumor was inoper- 
able. He told Mrs. Silversin’s family 
that she “‘wouldn’t last three months.” 
she recalls. “I could tell somehow that 
I wasn’t receiving complete care. | 
really felt abandoned.” 

Fortunately, her family took over 
and insisted that she have a second 
opinion. She was referred to Daniel 
Smith, M.D., who operated and 
removed the tumor. Following surgery, 
she had chemotherapy treatments for a 


year as well as regular follow-up checks. 


“T was fine until 86, when I devel- 
oped an obstruction in my intestines. 
Dr. Smith performed a colostomy 
immediately, again followed by chem- 
otherapy for a year. Then he suggested 
that I have the colostomy reversed, 
and he performed that operation last 
year. Now he tells me I’m doing fine.” 

Dr. Smith, Assistant Attending 
Obstetrician & Gynecologist at PH, 
Assistant Professor of Ob/Gyn and 
Director of Gynecological Oncology, 
has coordinated the reorganization of 
gynecological oncology since his 
arrival at CPMC two years ago. 

“T wouldn’t have chosen to be ill,” 
Mrs. Silversin says, “but my stay at 
Sloane turned out to be a very good 
experience. Mary Arnold (the Nurs- 
ing Care Clinician on the oncology 
floor) is very concerned. And | have 
great confidence in Dr. Smith—he is 
very gentle. I feel lucky, and think my 
recovery has been pretty remarkable.” 


Continuing Excellence 

Sloane Hospital became a leader in 
the field of gynecological oncology, 
defined as cancer of the lower female 


genital tract, during the years of 
Howard C. Taylor, Jr., M.D., who was 
Director and Chairman of Ob/Gyn 
from 1946 to 1965. Dr. Taylor made 
pioneering discoveries in ovarian and 
endometrial cancer, as well as in 
breast cancer and other gynecological 
disorders. He also helped create 
CPMC’s International Institute for the 
Study of Human Reproduction. 

Now Dr. Smith is continuing and 
expanding that earlier work. His qual- 
ifications are somewhat unique; he is 
Board certified in obstetrics & gyne- 
cology, general surgery, and gyneco- - 
logical oncology, and has training in 
radiation oncology and chemotherapy. 
The range of his experience provides 
him with a far-reaching vision of 
treatment for women. 


Outreach increases 
people’s awareness of 
cancer, and that can 
be very effective in 
encouraging prevention 
and early detection. 


He maintains strong professional 
ties with radiation and medical oncol- 
ogists at Presbyterian, including 
I. Bernard Weinstein, M.D., Director 
of the Comprehensive Cancer Center, 
and Drs. Rose Ruth Ellison, Peter 
Schiff, and Robert Taub of medical 


oncology. 


Prevention Is the Goal 


In addition to patient care, the Medi- 
cal Center is now focusing on early 
detection and prevention of gyneco- 
logical cancers and research into their 
causes. “We are working with the 
Comprehensive Cancer Center and 
other services to detect pre-malignant 
conditions,’ Dr. Smith says. “We want 
to be able to tell a woman if she is at 
risk for cancer.” 

The clues that identify a pre-malig- 
nant cervical condition come from 























































Pap smears (short for Papanicolaou, 
and named for the physician who 
developed it, the Pap smear is used to 
test for cervical cancer), colposcopy 
(viewing the cervix with a scope), 
and biopsy. 

Human papilloma virus, which is 
transmitted by sexual contact and 
causes genital warts, is under investi- 
gation. “In some people, the virus is 
not associated with cancer at all, 
while in others it is definitely associ- 
ated with a pre-malignant condition,” 
Dr. Smith says. Basic research is being 
done to code and identify the virus’s 
DNA. Involved in this research at the 
Columbia University College of Physi- 
cians & Surgeons are Gerard Nuovo, 
M.D., and Saul Silverstein, M.D., of 
the Comprehensive Cancer Center. 

Sloane gynecologists are also study- 
ing the epidemiology of women’s can- 
cers in order to develop strategies for 
their prevention. “Why do ovarian 
cancers occur more frequently among 
affluent women, and cervical cancers 
among underprivileged women? Such 
questions have important implications 
for us, especially since we serve both 
populations here,’ Dr. Smith says. 


Alerting Women to Danger Signs 


His goal is to develop an effective out- 
reach program geared toward early 
detection. “We want to develop a sim- 
ple, convenient screening test for 
cervical cancer. Breast exams are an 
integral part of women’s health care 
now; we want to be able to say the 
same thing about cervical screenings.” 

Improved outreach to women in 
the Hospital’s Washington Heights/ 
Inwood community is one way to 
accomplish this goal. “Outreach 
increases people’s awareness of cancer, 
and that can be very effective in 
encouraging prevention and early 
detection. Treatment of lower genital 
tract cancers has improved dramati- 
cally. Now finding ways to prevent 
these cancers is as important as test- 
ing the newest chemotherapies.” 

This “big picture” approach to 
women’s health promises a steadily 
brightening prognosis for women with 
ovarian and cervical cancer.s 


STETHOSCOPE 17 








= SSS Swe 
SS ee 





\; RELIEF 


Sandra, a successful Manhat- 
tan real estate broker, is 
almost ready to close on the 
sale of a million dollar con- 
dominium. Suddenly, while 
talking to the prospective 
buyers, she becomes red in 
the face and begins to per- 
spire heavily. “Right away I 
can hear the clients saying, 
‘What’s she hiding? What’s 
wrong with this place?’” 


Sandra (a pseudonym) has just 
experienced a hot flash, the most 
common problem of menopause. 

And as the estimated 75 percent of 
all women who know can attest, hot 
flashes are not only uncomfortable, 
but also can disrupt a woman’s profes- 
sional, social, and family life. 

Until recently, a woman complain- 
ing to her gynecologist or physician 
about hot flashes could expect little in 
terms of real treatment. Many women 
have been told that the problem is 
purely emotional or “all in your head,” 
and many have been treated with a 
mild tranquilizer such as Valium. 


More than Psychological 


“First of all, we know now from 
research that measurable physiological 
changes occur during a hot flash—it 
is definitely not in the woman’s head,” 
says Fredi Kronenberg, Ph.D., Assis- 
tant Research Scientist and Florence 
Irving Assistant Professor of Rehabili- 
tation Medicine at P&S. She is a con- 
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He ObGyn manda 


experience intense he 
sweating, palpitation 
her chest, sometimes 


hot flashes and others TO : 
life women, and Sand ‘Ou 
way here. 


“There are upwards of 40m 
women age 50 and above in 
United States now, 


They are concerned not. ae 
quantity of years, but also witl 
quality of their lives as they grow 
older. They come to programs lik 
ours to help them maintain their 
vitality as well as physical comf 
When Sandra came in she h 
full work-up, which meant a detaile 
medical history and a thorough gy 
cological examination including a 
test and mammography. Following a 
evaluation of the information gath 
ered, she ue given a combination o} 
estrogen and progesterone. “Estrogen 
is the most effective and safest treat 
ment for problems associated with — 
menopause,’ Dr. Husami says. 
When estrogen treatments first 
became popular about 20 years ago, 
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they quickly became associated with 
an increase in the rate of endometrial 
cancer. “Luckily, symptoms appeared 
early in the endometrial cancers 
related to estrogen use,’ says Dr. 
Husami, ‘“‘and there was a high cure 
rate, but women were frightened and 
use of estrogen dropped off precipi- 
tously in the late 1970s.” 

In addition, various side effects, 
such as nausea and problems with 
liver and gall bladder function, were 
also associated with estrogen 
treatments. 

“We've come a long way in the past 
decade,’ Dr. Husami says. Estrogen is 
now used in combination with proges- 
terone. This hormone combination 
has been shown to be a safe and effec- 
tive treatment against hot flashes, 
vaginal dryness, and mood changes, 
all problems associated with midlife 
women, she adds. 

Furthermore, estrogen now can be 
administered by a transdermal patch 
worn on the abdomen, which 
bypasses the intestinal tract alto- 
gether. That, along with lower dos- 
ages, have alleviated adverse side 
effects significantly. 

“Combined estrogen and progester- 
one treatments are helping women 
live with fewer disruptions to their 
lives;’ Dr. Husami says. “And it 
appears that estrogen therapy may 
actually help women live longer and 
more healthy lives. We call it cardio- 
protective because it seems to help 
lower cholesterol levels. It also has 
proven effective in preventing 
osteoporosis.” 

There are some women who should 
not take estrogen, he notes. Ifa 


woman has had cancer of the breast or 


reproductive organs, undiagnosed 
vaginal bleeding, or active thrombo- 
phlebitis she probably should not use 
estrogen therapy. (In thrombophlebi- 
tis, an inflamed vein is accompanied 
by a clot, which may break off and 
travel to the lungs. ) 


Preventing Osteoporosis 


Older women also may suffer from 
osteoporosis, a crippling disorder 
caused by loss of calcium from the 
bones. The bones become porous and 
weak, with fractures of the spine 
resulting in the shortened and bent 
stature seen in some older women. 
“Estrogen therapy is proving to be 
effective in preventing osteoporosis, 
especially if begun as soon as men- 
strual periods stop,’ Dr. Husami says. 
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Gynecologists now have a profile of 
women who are most likely to suffer 
from osteoporosis. Thin white 
women, those who smoke or drink 
excessively, those who have lived a 
sedentary life, and those whose life- 
long calcium intake has been low 
seem more likely than others to be 
afflicted. 

“We can’t replace bone mass that 
has been lost;’ Dr. Husami says, “but 
we can prevent the loss.” Once the 
Midlife program is in full operation, a 
rehabilitation physician (physiatrist) 
will be available to assess a woman’s 


program also plans to include nutri- 
tionists who will discuss proper diet, 
calcium requirements, and nutritional 
and supplemental sources of calcium. 
Dr. Husami sometimes recommends 
assessment of bone density through 
dual photon technology. John Bilezi- 
kian, M.D., Attending Physician and 
Professor of Medicine and Pharmacol- 
ogy, directs the metabolic bone unit 
associated with the Midlife Program. 


A Unique Approach to Research 


Women who experience severe hot 
flashes, defined as 10 or more a day, 
participate in Dr. Kronenberg’s 
research program, located in Rehabil- 
itation Medicine. Led by its Director 
and Chairman, John A. Downey, 
M.D., Rehabilitation Medicine at 
Presbyterian has had a long history of 


regulation and the particular problems 
of temperature changes in women. 

“T can still remember my mother 
flinging windows open in the middle 
of the bitterest Canadian winter,’ Dr. 
Downey says. “That’s when I first 
became interested in hot flashes as a 
thermoregulatory phenomenon.” 

Studying hot flashes is done using 
non-invasive tests that measure skin 
and internal temperature, sweating, 
heart rate, blood flow, and blood pres- 
sure. Dr. Kronenberg also conducts 
blood tests to analyze hormonal levels. 
Many research participants wear a 
monitor at home that records their 
hot flashes. 

“We're interested in finding out 
how hormones modulate the regula- 
tion of body temperature;’ Dr. Kro- 
nenberg says. “While a woman is 
menstruating, there are temperature 
changes that occur regularly during 
the course of a month which are con- 
trolled by hormones. Is the thermore- 
gulatory system altered at menopause, 






overall state of health and fitness. The 


treatment and research in temperature 






and if so, how?” 
In a recent epidemiological study, 
Dr. Kronenberg sent 1,000 question- 
naires to midlife women. She received 
500 in return, and is now analyzing 
the data to establish profiles of women 
experiencing symptoms of menopause. 
Dr. Kronenberg is also investigating 
a number of clues that may shed light 
on the causes of hot flashes. For 
example, young women whose ovaries 
have been removed often experience a 
marked drop in their estrogen levels, 
which is frequently accompanied by 
hot flashes almost immediately follow- 
ing surgery. Interestingly, men who 
have been treated for prostate cancer 
may experience similar phenomena. 
“The work we are doing here is 
unique because we are trying to 
understand the interaction between 
both the thermoregulatory and repro- 
ductive systems,’ Dr. Kronenberg says. 
“Our goal is to use clinical and basic 
research to direct assessment and 
treatment of patients. The close inter- 
action between research and treat- 
ment here means that we are at the 
forefront of integral care of midlife 
women.” While Dr. Kronenberg is 
still pursuing basic research, she is 
also working with Dr. Husami to 
develop new clinical research projects. 


‘WARM’ Women Help Others 


Many of the women in Dr. Kronen- 
berg’s studies have been involved in a 
support group for women at midlife. 
The group, part of what is now the 
Women’s Association for Research in 
Menopause (WARM), began infor- 
mally with members meeting in living 
rooms and kitchens. Dr. Kronenberg 
encouraged their work. 

“T came to see that there was a tre- 
mendous unfilled need and many 
questions for which we as yet have no 
answers, and there was no group 
around concerned with the needs of 
this population of women.” So she 
incorporated WARM as a non-profit 
organization with the goals of facili- 
tating a network of support groups, 
disseminating information, and rais- 
ing funds for research. WARM has 
sponsored a lecture series in conjunc- 
tion with Hunter College of the City 
University of New York. 

“Tt is important for women to know 
that they are not alone, and that what 
they are going through is real and that 
as research progresses, there will be 
new treatments,” says Dr. Dianne 


Polowczyk, President of WARM. 
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THE PAST FEW DECADES HAVE 
seen the development of new surgical 
procedures as well as the refinement 
of existing techniques in gynecologi- 
cal surgery. Less trauma, speedier 
recovery, and improved results have 
occurred as a consequence. And, says 
Raymond M. McCaffrey, M.D.., 
Director of Gynecology, Associate 
Attending Obstetrician & Gynecolo- 
gist and Associate Clinical Professor 
of Ob/Gyn, Sloane Hospital’s gyne- 
cology service has contributed to 
some of these developments. 

Problems such as endometriosis, 
infertility, congenital uterine malfor- 
mations, and abnormal uterine bleed- 
ing now may be diagnosed and even 
possibly treated using fiberoptics, 
which allow the gynecologist to view 
and work in the pelvic or abdominal 
area. Such procedures require only a 
small incision, eliminating the need 
for general anesthesia and a prolonged 
recovery period. Robert Neuwirth, 
M.D., formerly Attending Obstetri- 
cian & Gynecologist and Professor of 
Ob/Gyn, pioneered these techniques 
during his tenure at Sloane Hospital 


for Women in the 1960s and 70s. 


The Problem Dictates the 
Solution 


In some instances, Dr. McCaffrey 
says, the gynecologist is faced with 
the decision of whether to operate 
through the abdomen or the vagina to 
gain access to the pelvic region. The 
approach taken is largely determined 
by the nature and extent of the 
patient’s problem. 

When Mrs. N. was referred to Pres- 
byterian’s Sloane Hospital, her gyne- 
cologist, Marvin H. Terry Grody, 
M.D., recommended vaginal surgery. 




































































































Dr. Grody is Director of Gynecologic 
Surgery and Assistant Clinical Profes- 
sor of Obstetrics @ Gynecology. 

Mrs. N., a 42-year-old mother of 
three, had fibroid tumors, which were 
causing extremely heavy menstrual 
periods. “During her period,” Dr. 
Grody says, “she was experiencing 
progressively disabling left-sided pel- 
vic pressure and heavy bleeding, plus 
a great deal of pain because of 
fibroids.” 

Dr. Grody performed a vaginal hys- 
terectomy. Mrs. N. went home 70 
hours following the procedure, and 
was back at her desk at work the day 
after that. She was very grateful for 
her fast recovery, Dr. Grody says, 
adding that, while her recovery was 
unusually rapid, most women who 
have vaginal surgery can expect a 
shorter recovery period compared to 
abdominal surgery. 

Dr. McCaffrey cautions, however, 
that considerable care must go into 
choosing a vaginal operation. Access 
to the uterus and other pelvic struc- 
tures is more limited by the vaginal 
approach, and therefore, unsuspected 
problems are more difficult to treat. 

The importance of vaginal surgery 
has been long recognized by Sloane 
Hospital gynecologists. During the 
1950s, Anthony D’Esopo, M.D., 
Consultant Emeritus in Obstetrics & 
Gynecology, created the Pelvic Plastic 
Clinic here. The D’Esopo Procedure, 
a modified technique of vaginal hys- 
terectomy, was developed to deal with 
problems of pelvic relaxation. 

Vaginal surgery is most useful for 
two procedures: hysterectomy, and 
correction of displaced and distorted 


pelvic organs due to progressive loss of 


natural supports and suspensions as 
aging continues. 

As women are living longer, gyne- 
cological surgery has become an 
increasingly important specialty. 
Whether as a result of childbirth or 
aging, problems related to pelvic 
organs arise that require surgery. 
Complete repair is important for 
women who have come to expect a 
full life as they age. 

“The most important thing gyne- 
cological surgeons have learned over 
the years is that no repair has lasting 
value unless the normal position of 
the pelvic organs is regained,” Dr. 
Grody says. “With correct repair, sex- 
ual function, for example, should not 
only not be compromised, but should 
be maintained satisfactorily.” 
































Solving an 

Embarrassing Problem 

Longer lifespan also is a major factor 
in the increasing numbers of women 
who experience urinary or stress 
incontinence, and other lower urinary 
tract disorders. This is not only 
embarrassing, but also may lead to 
increasing disability because women 
have to limit their activities. Sloane 
Hospital recently established a Urogy- 
necology Clinic to systematically 
study the causes of urinary incontin- 
ence and possible cures. 

“We're starting to see a greater 
number of these disorders, which are 
related to hormonal levels and the 
number of babies a woman has had,” 
says Jody Blanco, M.D., Assistant 
Attending Obstetrician & Gynecolo- 
gist and Assistant Clinical Professor. 
He is evaluating the best surgical 
methods to treat incontinence. 

Incontinence may occur when the 
muscles at the base of the abdomen 
weaken as a result of childbirth or 
aging. These muscles support the 
bladder and close at the top of the 
urethra, the tube through which 
urine passes. Such activities as lifting 
or coughing may stress these muscles, 
causing a leakage of urine. Often 
surgery is required to repair these 
muscles. 

Both urologists and gynecologists 
are specializing in urogynecology. 
“But for women, gynecologists are 
often the primary physician,’ Dr. 
Blanco says, “so it is especially impor- 
tant that they know something about 
incontinence.” 

Microsurgery is another area in 
which Sloane gynecologists are active. 
It is used for tubal reconstruction in 
cases of infertility. “New reconstruc- 
tive procedures using the operating 
microscope to repair damaged tubes 
leads to more meticulous surgery with 
improved fertility in some cases,” Dr. 
McCaffery says. Among the special- 
ists using microsurgical techniques at 
Sloane Hospital are Raphael Jewele- 
wicz, M.D., Associate Attending 
Obstetrician & Gynecologist and 
Associate Professor of Clinical Ob/ 
Gyn, and Nabil Husami, M.D., 
Assistant Attending Obstetrician & 
Gynecologist and Assistant Professor 
of Clinical Ob/Gyn. 

“As Sloane Hospital gynecological 
surgeons continue to explore new 
methods,” Dr. McCaffrey says, “we 
can expect to see further exciting 
advances in this area.’ m 
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Allen Pavilion 
Update: A View From 
The Nursing Station 









The Allen Pavilion is now 
well past its six-month an- 
niversary, and Bonnie 

Perratto, R.N., Director of 
Nursing there, is pleased 


New Book 
Chronicles Life at 
Presbyterian Hospital 


“Life and Death: The Story 
of a Hospital; written by 
Ina Yaloff and published by 
Random House, is a com- 
pelling look at life inside 
The Presbyterian Hospital. 
Through interviews with 
more than 75 Hospital em- 
ployees, including house- 
keepers, residents, nurses, 
physicians, and administra- 
tors, Ms. Yaloff conveys 
the spirit of a truly great 
hospital—and the people 
who make it so. 

Such section titles as 
“The Emergency Room,” 
“Heart Transplants,” “Main 
Street, USA,” “The Spe- 
cialists;’ and “The Operat- 
ing Room,” to name a few, 
promise the book will be a 
page-turner, and the reader 
is not disappointed. The 
interviews are skillfully 
conducted and edited, and 
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with the quality of care at 
Presbyterian’s new commu- 
nity hospital. 

“In almost every case, 
nurses are happy here,’ she 
says. “We enjoy good 
working relations with the 
medical services and we 
are working together with 












the entire book is packed 
with human interest. 

Ms. Yaloff’s first book 
was “Open Heart Surgery: 
A Guide for Patients and 
Families,’ also published by 
Random House. “I became 
interested in this project 
while planning a follow-up 
edition to my first book,’ 
she says. “I met with Dr. 
[Keith] Reemtsma and 
Joanne Lamb of the heart 
transplant team, and I was 
so impressed by them and 
their program that I made 
Presbyterian my first 
choice for ‘Life and Death? 
You can say that I fell in 
love with the institution 
from that day.” 

This was an ambitious 
project, with many diverse 
voices—Ms. Yaloff notes 
that “my editors cut 25 
percent of the original 
manuscript.” Yet what 
emerges at the end is the 
singular dedication each of 
these individuals brings to 


physicians to provide team- 
based care. We are also 
working together to pro- 
vide continuing education 
to nurses and physicians. 
And,” she adds, “the envi- 
ronment is so new and 
comfortable that the nurses 
like to be here—and pa- 
tients can sense that.” 

Critically ill patients at 
Allen benefit from the out- 
standing design of the Hos- 
pital’s intensive care units. 
The rooms are large and 
arranged around the nurs- 
ing station. 

“This means that all 
ICU patients are visible, 
either directly or via moni- 
tors, from the nurses’ sta- 
tion,’ Ms. Perratto says. 

In addition, a computer 
system will be available to 
nurses and physicians who 
need patient information 
such as laboratory test 
results or wish to order 
medications. 

PH has been actively 
recruiting nurses from 


his or her work—there is 
no question that these peo- 
ple are working at Presby- 
terian because they care 
about people and are able 
to help them through diffi- 
cult times. 


Ms. Yaloff pulled out a 
quote by Tom Hickey, a 








Allen’s surrounding 
Washington Heights/In- 
wood and Riverdale areas. 
Having community resi- 
dents on staff adds to the 
sense of pride evident 
among nurses at Allen. 
Says Ms. Perratto, “The 
Allen Pavilion provides a 
great opportunity for deliv- 
ering patient care. The 
smaller setting lets us pro- 
vide personalized care.” 


physician’s assistant with 
the heart transplant unit, 
to open the book, and it 
conveys the spirit of the 
entire work. “Our patients 
belong to us. They are ours 
and we are theirs. Forever.” 
Highly recommended 
reading. 








Dr. James Receives 
Ronald McDonald 
Award 


L. Stanley James, M.D., 
Director of the Division of 
Perinatology, was selected 
as one of two recipients of 
the Ronald McDonald 
Children’s Charities 1988 
“Awards of Excellence.” 
The award carries a 
$100,000 prize, which Dr. 
James will use to continue 
his work in perinatology. 

A member of the Board 
of Ronald McDonald Chil- 
dren’s Charities, Audrey 
Evans, M.D., said, “There 
are very few such awards 
given to pediatricians. 
This RMCC Award of Ex- 
cellence should be consid- 
ered the ‘Nobel Prize’ for 
children’s health care.” 

Dr. James, who is At- 
tending Pediatrician and 
Professor of Obstetrics & 
Gynecology and Pediatrics, 
was recognized for innova- 
tive research that has pro- 
vided much of the scientific 
basis for modern perinatal 
care. Also named as a re- 
cipient was Marian Wright 
Edelman, President and 


Farewell to Martha Haber 





Staff members oa pene 

filled Alumni Auditorium 

for a loving tribute honor- 

ing Martha E. Haber, Vice 
President for Nursing, who 
retires at the end of the 
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Dr. James (right) with fellow Award we Ecolence feonent merce Wright Edelman, and Edward H. Rensi, 
Chairman of Ronald McDonald Children’s Charities and President of McDonald's U.S.A. 


founder of the Children’s 
Defense Fund. 

Dr. James has been at 
CPMC since the 1950s, 
when he came here to 
study with Dr. Virginia 
Apgar. They studied thou- 
sands of newborns, and 


year. Neurologist Daniel 


Sciarra, M.D., said that 
Ms. Haber was one of the 
first to implement a team 
approach to patient care by 
creating patient care com- 


adjusted treatments to im- 
prove the chances of sur- 
vival for premature or 

low birth-weight babies. In 
1970, 60 to 70 percent of 
babies born weighing less 
than 1,500 grams and who 
showed respiratory distress 


mittees. These commit- 
tees, which have become 
prototypes now used 
throughout the Hospital 
and in hospitals through- 
out New York State, con- 
sist of physicians, nurses, 
social workers, and others 
who are involved with a 
patient’s care. 

The tribute was orga- 
nized by Dorothy O’ Sulli- 
van, R.N., Acting Vice 
President for Nursing, and 
the Executive Nursing 
Council. Addressing her 
friends there, Ms. Haber 
said, “I always wanted peo- 
ple to say that Presbyterian 
is known for its wonderful 
nursing care, and I wanted 
nursing to excel.’ She met 
both those goals, and 
paved the way for that rep- 
utation to continue. We 
join her many friends at 
PH in sending her best 
wishes. 








died. In 1985, about 95 
percent of babies born at 
CPMC and weighing 1,000 
to 1,500 grams survived 
and were sent home, and 
60 percent of those weigh- 
ing under 1,000 grams 
thrived. 


Dr. Todd Honored 


Obstetrics & Gynecology 
also honored a retiree, W 
Duane Todd, M.D., at a 
gala reception this fall. Dr. 
Todd came to CPMC as a 
medical student at P&S 
some 40 years ago, and 
stayed on to become a 
leading member of Ob/ 
Gyn. He developed an in- 
ternational reputation as 
an outstanding obstetri- 
cian, and also served as 
Vice Chairman of the de- 
partment. 
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and Mrs. Bruce D. Williams. 
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Dr. Morris, shown here with past presidents of the Presbyterian Hospital Auxiliary, as well as the current 
president, at a celebration of the Auxiliary’s 80th anniversary. At the presidents’ table, from left: Mrs. Alfred 
J. Lignon, Mrs. Equinn W. Munnell, Dr. Morris, Mrs. Sven J. Kister (current president), Mrs. W. Duane Todd, 










Employee Appreciation 


Week 


Hospital administrators 
took a week out in Sep- 
tember to recognize PH 
employees and thank them 
for helping make Presbyte- 
rian a great hospital. 
Events included golf and 
tennis tournaments, an 
evening boat ride around 
New York Harbor, and a gi- 
gantic free barbecue that 
served chicken, burgers 
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and hot dogs to some 
6,000 employees. Awards 
were presented to employ- 
ees with 5, 10, 15, and 20 
years of service, as well as 
for outstanding patient 
care, perfect attendance, 
and outstanding service. 
Thanks to Harry C. “Bud” 
Munson, Vice President, 
Human Resources, Barbara 
Dobbins, Director, Human 
Resources, and Rita Daly, 
Coordinator, Employee 
Recreation Association, for 
planning the week’s events. 


New Stroke Study 


In honor of Milbank Library’s 60th anniversary, the Presbyterian Auxiliary presented librarian Susan Alicea 
(third from right) with a check for $10,000 to expand library programs. Milbank is the largest patient library 
in New York's voluntary non-profit hospital system. Milbank staff, PH Auxiliary members and employees 
attending the celebration included, from left: Teddy Read, Sandra King, Tina Friedman, Pat O'Connor, Dana 






Announced 




























Sloane Nurses 
Celebrate 100 Years 















The nursing staff at Sloane 
Hospital for Women, the 
Ob/Gyn division of The 
Presbyterian Hospital, pre- 
sented a special seminar in 
the fall on “Women’s 
Health Care: The Last 
Hundred Years and Be- 
yond.” Speakers included 
Linda Hurwitz, R.N., 
M.S., Director of Nursing 
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at Sloane, who presented 
an overview of nursing at 
Sloane Hospital over the 
past 100 years; Jean Pakter, 
M.D., M.Ph., Deputy Di- 
rector of Maternal Child 
Health at the Center for 
Population and Family 
Health, Columbia School 
of Public Health, on a his- 
tory of women’s health; 
Cathy Kahn-Recht, R.N., 
M.S., of the Worcester 
Memorial Hospital in Mas- 


Cochran, Angela Lloyd, Valerie Spann, Mary Ann Code, Auxiliary President Tina Kister, Rebecca Murphy, 
Ms. Alicea, Helen Hamberger, and Father Ralph Curcio. 





sachusetts, who discussed 
the current status of nurs- 
ing in Ob/Gyn; and Kath- 
leen Powderly, R.N., 
C.N.M:, M.S.N., Direc- 
tor, Graduate Perinatal 
Program at PH and Assis- 
tant Professor of Clinical 
Nursing at Columbia Uni- 
versity School of Nursing, 
on “What Will Be” in Ob/ 
Gyn Nursing. 

A reception followed the 
seminar. 






















A new five-year study, 
known as the Stroke and 
Aging Research Project, is 
investigating the behav- 
ioral effects of stroke. The 
research project, funded by 
the National Institutes of 
Health, is directed by 
Thomas K. Tatemichi, 
M.D., Associate Attend- 
ing Neurologist and Assis- 
tant Professor of Clinical 
Neurology. The main em- 
phasis of the study will be 
on patients and healthy 
people from the Washing- 
ton Heights community. 


i tl 





DEPARTMENTS 





ADMINISTRATION 
Gerald E. Thomson, M.D.., 


Executive Vice President 
for Professional Affairs, has 
been elected to the Execu- 
tive Committee of the 
American Board of Inter- 
nal Medicine. 


DERMATOLOGY 
Leonard C. Harber, M.D.., 


Director and Chairman of 
Dermatology, has an- 
nounced creation of the 
George Henry Fox Assis- 
tant Professorship of Der- 
matology. The chair is 
named for one of the foun- 
ders of the American Der- 
matologic Association and 
a former professor at the 
College of Physicians & 
Surgeons in the early years 
of this century. 

The chair will enable a 
young physician to pursue 
basic science research in- 
terests related to the clini- 
cal practice of dermatology. 






























































NEUROBIOLOGY 
Eric R. Kandel, M.D., 


has received the National 
Medal of Science, the 
nation’s highest award for 
scientific achievement. 
President Reagan presented 
the award to Dr. Kandel, 
who is one of 20 to receive 
it in 1988, in ceremonies 
at the White House. 

Dr. Kandel is University 
Professor, Columbia’s high- 
est academic rank, and 
Senior Investigator at the 
Hughes Medical Institute 
Program in Molecular 
Neurobiology at CPMC. 
He was cited for “discover- 
ing the first cellular and 
molecular mechanisms 
contributing to our under- 
standing of simple learning 
and memory and providing 
a stimulus to research 
which promises to lead to 
dramatic advances in our 
understanding of mental 
processes.” 


























ORTHOPEDIC SURGERY 
Van C. Mow, Ph.D., Full 


Professional Biomedical 
Engineer at PH and Profes- 
sor of Orthopedic Bioengi- 
neering at P&S, was 
chosen as the first national 
recipient of the H.R. Liss- 
ner Award, presented by 
the American Society of 
Mechanical Engineers. Dr. 
Mow, who is also Professor 
of Mechanical Engineering 
at Columbia University’s 
School of Engineering and 
Applied Science, was cited 
for his outstanding accom- 






RADIOLOGY 
Sadek Hilal, M.D., Direc- 


tor of Neuroradiology and 
Professor of Radiology, pre- 
sented a paper at the 1988 
Annual Meeting of the Ra- 
diological Society of North 
America. He spoke about 
his recent work in finding 
synthetic fibers to coat 
platinum coils used in the 
treatment of arteriovenous 
malformations, aneurysms, 
and direct arteriovenous 
fistulas of the central ner- 
vous system. 


William B. Seaman, M.D., 
Attending Radiologist and 
Special Lecturer in Radiol- 
ogy, has been awarded the 
Gold Medal for distin- 
guished service to the field 
at the 88th annual meet- 
ing of the American 
Roentgen Ray Society. Dr. 
Seaman is former director 
and chairman of Radiol- 
ogy. He was cited for “life- 
long dedication to and 
extensive achievements in 


the field.” 
SURGERY 


Norman E. Hugo, M.D., 
Attending Surgeon and 
Professor of Surgery, has 
been named president of 
the American Society of 
Plastic and Reconstructive 
Surgeons. 
























































plishments in bioengineering. 


IN MEMORIAM 










Norman Peters, who worked 
at Presbyterian for more 
than 32 years, and who re- 
tired as Vice President for 
Finance in 1977, died in 
June. He was 86. Mr. Peters 
is survived by his wife, 
Vivian, two sons, Norman 
Jr. and Owen, two daugh- 
ters, Patricia and Sharon 
Peters Bettridge, and seven 
grandchildren. 


Helen Louise Scott, R.N., 
was an assistant director of 
Nursing at Harkness Pavil- 
ion. She came to PH in 
1928, after graduation from 
The Presbyterian Hospital 
School of Nursing. She 
also earned a master’s de- 
gree from Teachers College 
of Columbia University. 



































































Cora L. Shaw, R.N., a 
graduate of Presbyterian’s 
School of Nursing and a 
pioneer in the field of 
ophthalmologic nursing, 
died last summer. 

A native of Ontario, 
Canada, Ms. Shaw was an 
Assistant Director of Nurs- 
ing at the Eye Institute for 
20 years, until her retire- 
ment in 1966. Ms. Shaw 
wrote many articles on eye 
nursing for the American 
Journal of Nursing, and 
served on the Nursing Ad- 
visory Committee of the 
National Society for the 
Prevention of Blindness. 


Rafael Tavares, M.D., As- 
sistant Attending Psychia- 
trist, Assistant Professor of 
Clinical Psychiatry, and 

Director of the community 
psychiatry program, died 






































































Correction: 






In listing donors to the 
ALS research programs at 
CPMC, the David and 
Minnie Berk Foundation 
and the Bert and Ruth M. 
Goss Foundation were in- 
advertently omitted. Both 
provided essential support 
in early phases of the re- 
search on familiar forms of 













in October, at the age of 43. 

A specialist on mental 
health problems of His- 
panic people, Dr. Tavares 
led in developing educa- 
tional programs to combat 
the spread of AIDS. He 
was a cofounder and presi- 
dent of the Hispanic AIDS 
Forum, a director of the 
Gay Men’s Health Crisis, 
and co-chairman of the 
committee of the New York 
City AIDS Task Force that 
developed psychiatric stan- 
dards of care for people 
with AIDS. Dr. Tavares 
had lectured extensively for 
the training of volunteers 
and health professionals. 

Dr. Tavares joined PH in 
1980 as Director of the 
Adult Hispanic Psychiatry 
Clinic. He is survived by 
his mother, two sisters, and 
two brothers. 


DeGraaf Woodman, M.D., 
who spent most of his ca- 
reer in Otolaryngology at 
CPMC, died last spring at 
the age of 92. 

Dr. Woodman com- 
pleted his residency in 
Otolaryngology at PH in 
1932, and practiced at two 
other hospitals in New 
York before returning to 
CPMC. He was known in- 
ternationally for his contri- 
butions, especially in the 
area of surgical manage- 
ment of vocal cord paraly- 
sis, and received many 
prestigious awards for clini- 
cal research and teaching. 

Dr. Woodman is sur- 
vived by his wife, the for- 
mer Erica Boardman, a son 
and two grandchildren. 


the disease. 

Also, we are very grate- 
ful to Mrs. Rose Klausner 
and other members of the 
family for their support, 
through the Solomon 
Klausner Fund for Re- 
search in Amyotrophic 
Lateral Sclerosis. Without 
their aid, the entire pro- 
gram would not have 
developed. 
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The Presbyterian Hospital 
Columbia-Presbyterian Medical Center 
New York, NY 10032-3784 











Sloane Hospital for Women celebrates 100 years 
of outstanding health care for women. 
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